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December 3, 2014

The Honorable Elizabeth Roberts
Lieutenant Governor

State House Room 116
Providence, RI 02903

RE: Rhode Island’s State Healthcare Innovation Plan

Dear Lieutenant Governor Roberts:

Thank you for the opportunity to provide comments on the draft State Healthcare
Innovation Plan (SHIP). I congratulate you and your office for the leadership you have provided
in the effort to create the SHIP. I also appreciate the work of the state agencies and the
stakeholders that assisted in the development of the SHIP.

CharterCARE Health Partners has been supportive of the broad effort to fransform our
Rhode Island health system to improve the health of our citizens and increase the overall quality
of care in the state, while also making care more affordable for all. We believe that moving
from volume to value through changing the provider reimbursement system is key to
transforming our delivery system,

We have recently selected a partner, Prospect Medical Holdings, Inc, (PMH), who has
the expertise and capital to support CharterCARE’s move to value based reimbursement in
contracts with payors. A subsidiacy of PMH, Prospect Medical Systems (PMS), currently
manages 185,000 enrollees of health plans in capitation-based contracts ranging from medical
risk to full medical and institutional risk and has done so for more than 20 years. Both PMH and
PMS are collectively referred to as Prospect. PMH hospitals in Los Angeles have now contracted
to assume and manage institutional risk for 35,000 Medi-Cal (California’s Medicaid program}
beneficiaries. Though our partnership with Prospect, we are bringing these capabilities to Rhode
Island and are willing to share them with other providers as well as the payors in our community.

‘We have been working with Blue Cross Blue Shicld of Rhede Island (BCBSRI) to
develop both a more affordable small group product as required by the Office of the Insurance
Commissioner and a capitation-based Medicare Advantage product. In order to build the
capability to work with BCBSRI under value-based reimbursement, CharterCARE, in
partnership with PMH, has established an entity capable of assuming and managing full risk
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contracts when the time is right. Further, we have been collaborating with our own medical
staff to create a physician group capable of assuming and managing medical risk with the
contractual assistance of PMS. We have also met with most of the other organized physician
groups in the community, and we are seeking effective ways to collaborate with them and
provide value-based services to them, We have also met with other hospital systems and their
affiliated physicians to invite them to join together in a collaborative and comprehensive network
with the purpose of moving to risk-based contracts across Rhode Island sooner rather than later.

The SHIP proposes many innovations to improve our Rhode Island healthcare system.
Although the ideas are good—it may be difficult to implement all of them in the near future,
One of the proven concepts that is discussed throughout the document as necessary for us to

develop an efficient, highly coordinated delivery system that produces guality outcomes is
providers assuming and managing risk. However, we think that the SHIP has taken too cautfious
an approach to this important issue. While reticence to embrace a robust risk-based provider
contracting model is understandable, the benefits to our healthcare system are simply too great to
atlow caution to mitigate the need for us to move rapidly to implement this key strategy for the
provider community in Rhode Island, This is especially true now that the expertise and -
capability to implement this strategy is available to the providers and citizens of Rhode Island

through CharterCARE’s new partnership with Prospect.

It is well documented that proven innovations in healthcare take an inordinate amount of
time to make their way into the community standard of care, even with solid scientific evidence
and community support behind them. However, the need to implement the transition from
volume to value through risk-based reimbursement to providers has never been greater, and we
think that the SHIP should offer clear support for this strategic priority, including specific
support for providers and payors willing to innovate in this area. Specifically, here are our
recommendations for inclusion in the SHIP:

1. Global Risk or Capitation. The benefits of global risk or capitation in provider
reimbursement should have a more prominent position in the discussion of the move
from volume to value—capitation is generally referred to as something for the future,

The SHIP should make clear that while these arrangements may not be prevalent in
Rhode Island today; they are successfully reducing costs and improving quality in many
other parts of the country.

2. Policy Support. The SHIP should explicitly support moving to global risk models in the
near term in Rhode Island, rather than favoring an unnecessary first-step transition
through ACOs, bundled payments and upside risk arrangements. These other value-
based reimbursement methodologies can and should co-exist with global risk and
capitation but should not be considered pre-requisites;

3. Pilot Programs. The SHIP should encourage provider organizations that possess the
demonstrated capabilities to assume and manage global risk --financially,
administratively, technologically and clinically—to do so and with the strong support of
payors, government and other providers;

4, Regulatory Support. The SHIP should ask the Department of Business Regulation and
the Office of the Health Insurance Commissioner to encourage global risk pilot
implementations now for those providers and payors licensed in Rhode Island that are



willing and capable of implementing these strategies. The fact that Rhode Island’s
current regulatory scheme does not correspond neatly to global risk strategies should not
stand in the way of these pilot programs but should be a reason to accelerate
implementation for purposes of providing real-time data to the SHIP as it considers
legislative or regulatory changes over the longer term.

We are in solid support of the goals of the SHIP. We also believe that the SHIP should
encourage and accelerate a necessary public/private partnership to lead innovation to the more
efficient, more affordable, more coordinated and higher quality healthcare system we all want in
Rhode Island.

I hope you find these comments helpful as the final draft of the SHIP is completed. We
thank you for the opportunity to comment and look forward to providing support to the
realization of the SHIP. Please feel free to contact me with any questions you may have
regarding our comments.

Sincerely,

”Z»/Mff/ o

Ken Belcher
CEO
CharterCARE Health Partners
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To: Lt. Governor Elizabeth Roberts

From:  Elizabeth Burke Bryant, Executive Director
Jim Beasley, Policy Analyst

Date: November 26, 2013

Subject: Rhode Tsland’s State Healthcare Innovation Plan

Rhode Island KIDS COUNT respectfully submits the following comments to the
Office of the Lt. Governor regarding the Healthy Rhode Island State Healthcare
Innovation Plan.

Support for State Efforts, including the SHIP

We recognize and thank the Lt. Governor, Governor’s Office, the Executive
Office of Health and Human Services, the Office of the Health Insurance
Commissioner, the Department of Health, and HealthSource RI for their
collective leadership in moving healthcare innovation and reform forward in
Rhode Island. The State Healthcare Innovation Plan (SHIP) represents an
important opportunity to continue to optimize and improve Rhode Island’s
healthcare system. We appreciate the inclusive planning process for the SHIP and
have found the detailed outline of the state’s current healthcare system useful. We
are also suppottive of state efforts to further explore ways to bend the medical
cost curve, link payment to health outcomes, improve the quality of healthcare,
and enhance the quality of health across Rhode Island.

Recommendation: Add a Focus on Children and Youth to the SHIP
Rhode Island KIDS COUNT strongly urges the state to consider a more robust
inclusion and focus on children and youth’s health care and health outcomes
within the SHIP.

Children’s and adolescents’ engagement with the healthcare system is uniquely
different than with adults. Child and adolescent health is more focused on
enhancing and continuing developmental progress, while adult healthcare focuses
more on health maintenance. Unlike adults, children and youth are dependent on
parents/care takers and large support networks, which include family, child care
providers, teachers, and others, for accessing and receiving care. Children and
youth are also, for the most part, predominantly healthy, while many adults suffer
from a large number of common chronic conditions (i.e. heart disease, diabetes,
and hypertension). This divergence in health status has resulted in
child/adolescent medical costs being significantly lower than their adult
counterparts. Additionally, the combination of EPSDT mandates and new
pediatric Essential Health Benefits required by the Affordable Care Act builds a
framework of inclusive and comprehensive medical, dental, and behavioral health
screening, diagnosis, and treatment for children and youth. Rite Care, in
particular, has proven to be a model for setting health outcome goals, delivering
quality, conducting evaluation, ensuring public transparency, and incentivizing



as well as holding carriers accountable. These differences in benefits, carrier requirements,
health status, degree of autonomy, care needed, services provided, challenges faced, and medical
cost all highlight the need for a specific focus on children’s health within the SHIP. Value-based
payments, models of care, workforce needs and analysis, community health team membership
and responsibilities, provider training and education, behavioral health services, patient
engagement strategies, technology reforms, and all other proposed SHIP innovations need to take
into account the perspective and needs of children, which very well may differ from adults.

It is also recommended that the SHIP explicitly analyze, account for, and incorporate the long-
term savings that children’s access to routine, comprehensive primary care and preventive
services yields in the long run. We believe the medical cost savings produced by investments in
child and adolescent comprehensive and preventive care are just as significant and may even be
comparable to those found within other segments of Rhode Island’s population. Furthermore, we
strongly believe the savings achicved from investments in comprehensive, preventive child and
adolescent care (including medical, dental, and behavioral health) is a vital and necessary
component in reducing long-term medical spending. Rhode Island has had a strong commitment
to children’s health as represented by 94% of children having health insurance, which is 10™ best
in the country. We view the SHIP as an opportunity to further build upon Rhode Island’s
successful track record for children’s health and to eliminate remaining gaps in coverage and
care. Including child specific savings data and incorporating them into shared-savings
arrangements will be an important catalyst for carrier and provider endorsement and change
across all insurance types and will hopefully help the state achieve near universal
child/adolescent coverage and care.

Recommendation: Keep the Focus on Behavioral Health

Rhode Island KIDS COUNT fully supports and welcomes the inclusion of behavioral health
integration throughout the SHIP. Children’s mental health is one of the indicators for which we
track in our annual Factbook publication. The most recent-available data show a 39% increase of
hospitalizations among children under age 18 with a primary diagnosis of a mental disorder since
2001. Best available data also show that in Federal Fiscal Year (FFY) 2012, 291 children and
youth under age 18 with a psychiatric diagnosis were in need of inpatient treatment at psychiatric
hospitals or in another placement in the community, but had to wait for one or more days in
emergency departments and/or be admitted to medical floors at acute care hospitals. Also during
that time, Bradley Hospital reported having an average of two kids per day who were ready to
leave the psychiatric hospital for a “step-down placement” of lesser clinical intensity, but were
unable to do so due to a lack of availability or lack of safe placement either at a treatment
program or at home. All of this collective data show the apparent need for increased access to
and integration of behavioral health care for children and adolescents. When designing or
implementing behavioral health SHIP innovations, we encourage the state to take into account
the unique needs of children and adolescents. We also call for the examination of pediatric and
adolescent behavioral health provider capacity for both in-patient and out-patient services and
that any gaps in care found, when able, be addressed through SHIP innovation efforts.

Recommendation: Add a Focus on Oral Health

Rhode Island KIDS COUNT would like to see a more robust inclusion of oral health into the
SHIP. Research has shown that poor oral health has immediate and significant negative impacts
on children’s overall health, school attendance, and academic achievement. Despite having an



immediate and long term impact on overall health, oral health remains a siloed and optional form
of coverage and care in Rhode Island’s healthcare system. Efforts need to be made across all
ages and groups, but especially children, to better incorporate and integrate oral health with
medical care and coverage. Promotion and access to dental care and the establishment of a dental
home should be included in all relevant SHIP provider and reimbursement models/innovations.
The SHIP should also focus on and explore reimbursement models that increase access to dental
care, especially for those children with Medicaid fee-for-service dental coverage and further
maximize the pediatric dental component of Essential Health Benefits. Evidence-based
prevention strategics, such as seeing a dentist by age one or soon after the first tooth erupts,
should also be promoted and incorporated into relevant SHIP innovation plans, reimbursement
models, shated-saving arrangements, and evaluation efforts. At a minimuom, increased access to
oral health should be incorporated into SHIP goal number 3 “Improve the Quality of Healthcare
in Rhode Island” and should build upon the success of RIte Smiles in increasing the number of
dental providers serving children with Medicaid coverage, which grew from 27 participating
providers in 2006 to 406 in September 2012.

Recommendation: Keep the Focus on Health Equity

Rhode Island KIDS COUNT is very supportive of the increased focus on social determinants of
health within the SHIP. Throughout the annual Factbook, the varying health outcomes of
children and families that are associated with differing health insurance status/payers, geographic
locations, race/ethnicities, and economic well-being are highlighted. All too often, the children
and families with the worse health outcomes are those who e¢ither have no health insurance, live
in poverty, reside in one of the four core cities (Central Falls, Providence, Pawtucket, or
Woonsocket) or are of minority races and/or ethnicities. The SHIP represents a unique
opportunity to reduce these persistent and long-lasting disparities with market-wide innovation
reforms and initiatives. We encourage the state when designing or implementing health equity
measures of the SHIP to not only focus on disparities mentioned previously, but to also include
former foster youth, children with special needs, LGBT youth, and homeless and runaway youth
as populations falling under this work and that their specific healthcare needs, which may be
different from each other, adults, and other children, are addressed explicitly in relevant SHIP
innovations.

Recommendation: Add a Focus on Evidence-Based Programs & Emerging Initiatives
Rhode Island KIDS COUNT encourages the state to leverage existing evidence-based programs
and initiatives when implementing or designing SHIP innovations. Programs such as Healthy
Families America, Nurse-Family Partnership, First Connections, Parents as Teachers, and Early
Intervention should be considered for potential large scale implementation and inclusion within
the SHIP, In addition, emerging ideas and projects such as the Department of Health’s Primary
Care Trust as well as the Patient-Centered Medical Home — Kids initiative, which is sponsored
by the Office of the Health Insurance Commissioner and the Executive Office of Health and
Human Services, should also be investigated and analyzed as potential SHIP efforts.

Recommendation: Emphasize Evaluation

Evaluation will play an important role in measuring whether SHIP innovations have achieved
their stated goals of lowering medical spending, increasing quality of care, and improving health
outcomes. Rhode Island KIDS COUNT encourages that the following child-specific measures
are included in SHIP evaluations that focus on child well-being and health: breastfeeding,



women receiving delayed prenatal care, preterm births, low birthweights, infant mortality,
childhood immunizations, children’s insurance status, children’s access to dental care, children
with lead poisoning, children with asthma hospitalizations and emergency room visits, childhood
obesity, births to teens, teen substance abuse, and children’s mental health, School attendance, as
well as academic performance and school-based self-reported surveys such as the Rhode Island
Youth Risk Behavior Survey and SurveyWorks! at all grade levels should also be included in
SHIP evaluation efforts. We believe optimal health outcomes will reflect not only improved
physical health, but also improved educational performance and cognitive development and well-
being. Optimal health will also be shown in the reduction of adverse measures including teen
births, substance abuse, prevalence of depression, and exposure to environmental harms
including lead, violence, and poverty. We acknowledge that some of these measures go beyond
the traditional scope of evaluation, but emerging research has shown the high level of
interconnectedness of child well-being to health, education, safety, and economic well-being
indicators. As such, any SHIP evaluation effort that focuses on child well-being and health
should be broad in scope and interdisciplinary in nature.

Closing

Rhode Island KIDS COUNT thanks 1.t. Governor Roberts and other state partners for their
continued leadership in optimizing and enhancing Rhode Island’s healthcare system. Rhode
Island has always been a leader in children’s health and the SHIP represents a unigue to
opportunity build-upon this proud tradition, scale evidence-based services for children and
families, minimize persistent health disparities, and reduce known behavioral and oral health
gaps in care. We believe the recommendations we suggest can further enhance the SHIP. Rhode
Island KIDS COUNT appreciates this opportunity to comment and welcomes the opportunity to
further discuss our recommendations.
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Office of Lt. Governor

State House Room116

Providence, RI 02903!

ATTN:PublicComments November 26, 2013

Good afternoon Lt, Governor,

The Rhode Tsland Parent Information (RIPIN) is pleased to be able to provide comments relative
to the State Health Care Innovation Plan. Thank you for the opportunity to assist your office and
Rhode Island in coordinating our healthcare system.

Respectfully,

%f@ éﬂamr—j

Stephen Brunero
Executive Director
Rhode Island Parent Information Network
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November 25, 2013

The Rhode Island Parent information Network (RIPIN) welcomes and appreciates the opportunity to
review the State Health Innovation Plan {SHIP) document and to extend our gratitude to the Healthy RI
Team for the inclusive statewide collaboration from which this plan has been developed. RIPIN values
the opportunity to express our support and provide suggestions and comments to assist Rhode Island in
becoming the healthiest Patient Centered statel

RIPIN serves as the voice for consumers, particularly including individuals with disabilities as well as
children and families. For this reason RIPIN will focus comment relative to overall vision of the SHIP
plan, Community Health Teams (CHT), Patient Centered Medical Homes (PCMH) and Population Health.

Center for Medicaid and Medicare Services {CMS) issued states guidance on Quality Considerations for
Medicaid and CHIP programs on November 22, 2013 at:

hitp://www.medicaid.gov/Federal-Policy-Guidance/Federal-Policy-Guidance.html

RIPIN will use this guidance as a framework to offer our recommendations particularly in regards to
children as well as those with disabilities.

VISION

“In order to achieve this holistic framework, the state believes it is necessary to encourage and
support the organization of payers, physicians, hospitals and other heaithcare providers into
coordinated care teams using payment models supported by the Centers for Medicare and Medicaid
Services”

RIPIN would suggest weaving the consumer/patient experience as well as defining the patient as the
center of health care reform. While organizing the payment and the providers is critical, it is necessary
to develop health planning that recognizes the patient/person’s health beginning in infancy, as the
primary goal of the planning.

Community Health Teams

indicated within the SHIP is a focus to develop Community Health Teams that will target high and rising
risk populations. RIPIN suggests this model be utilized within clinical settings whenever possible to
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improve integration, care-coordination, and build upon the health team mode! which is clearly seen in
the Patient Centered Medical Home. Building from within a medical practice or working directly with
the payers will enhance the ability to track data, measure and monitor the success of the model.
Through the application of CMS’s Quality Improvement strategies inciuding goal setting, interventions,
metrics, target, transparency and feedback, and by prioritizing provider partnership efforts from within
the medical setting would serve to enhance Rhode Island's ability to experience success.

RIPIN in partnership with the Executive Office of Health and Human Services (EOHHS) and Medicaid
providers has demonstrated success utilizing the Peer Navigator model and CHT outside the medical as
evidenced by the Communities of Care (COC) model. RIPIN also has developed the Pediatric Practice
Enhancement Project {(PPEP) in partnership with Department of Heaith {DOH) providing care-
coordination for children with special heaith care needs and in working within the medical setting as
part of the medical care team. Both of these models have clearly demonstrated to successfully improve
health outcomes for consumers as well as show financial savings.

In response to the licensure of Community Health Workers, RIPIN expresses concern that a licensure
requirement may be counterproductive as it would potentially be too time consuming, and too costly as
well create barriers to current successful and cuiturally competent programs. RIPIN recognizes the value
of elevating the profession of Community Health Workers, however, required licensure at this time is
felt to be unnecessary.

The success of the CHW's lie within their abilities to focus and connect with the diverse populations they
serve. Alternative to licensure, the Department of Health provides a community health workers
certification that is nationally recognized and can serve as basic framework for all CHW’s, Any and all
effort should be made to not only to financially support the process of certification, but also provide
flexibility among the variety of CHW specialties.

Patient Centered Medical Home

Establishment of the Patient Centered Medical Home (PCMH} as the standard of health care delivery
across all populations should be the goal for Rhode Island. Rhode Island shoutd aim to provide alf Rhode
Islanders access to a PCMH by 2020. The PCMH modei aligns with Rhode [sland’s investment in data
collection and analysis, and it will transition our delivery system toward a preventative patient focused
model. Every effort should be made to tool afl practices toward this model of care and shift Rhode
island to be nationally ranked #1 in Patient and Family Centered Medical care.

When applying the CMS guidance to Quality Improvements, goal setting, interventions, metrics, target,
transparency and feedback, PCMH can provide the launching pad for innovations, payment
transformation, and public health initiatives quite effectively as demonstrated with the current state
initiative CSI. Expanding upon this successful model will ensure we meet our goals as well as to become
the National leader in PCMH model.



Population Health

RIPIN would oppose the proposal of a Health Risk Assessment strategy to support employers and payers
to require the completion of a Personal Health Risk Assessment. The proposal should be established in a
consumer oriented manner. RIPIN would suggest either a consumer incentive model or voluntary
model.

Sstronger focus on the children, youth, and families should also be included in the elements of innovation
efforts. We understand the impact of social determinant on health, particularly for our most vulnerable
populations and children. The proposed plan in its current state, should have a stronger focus on
children and famllies. All programming and innovations should include the develop of similar programs
for children with a strong public health campaign attached within the innovation.

RIPIN would also encourage enhancing curriculum development to schools, workplaces, as well as within
health settings as a long-term culturat shift toward a fully engaged medical system. Developing
strategies that will promote healthy beginning with our children will assist our state moving toward a
Healthy 2020.

Additional comments:

s A focus to move the chronically ill or disabled into community settings should be clearly
intended and thaoroughly developed.

s Integration of Behavioral Health in Primary Care strategies as opposed to co-location.

o Stronger focus on workforce development that will include community based
programming to transition the elderly, and individuals with disabilities toward
community-integrated settings.

e Inclusion of the state Palliative Care Planning efforts to align with the health programs

for the chronically ill.
¢ Development of state health Indicators that will allow our state to use the data to
actively improve health outcomes.

RIPIN is open to offering additional information and suggestions that will assist the Healthy
Rhode Island team in their finalization of the innovation plan. RIPIN is an active state partner
committed to the efforts to move Rl toward a Healthy 2020. RIPIN thanks the Heaith Ri Team
for their hard work and dedication to this process and constant desire to improve the health of

all Rhode Islanders.

Sincerely,

) s

Stephen Brunero, Executive Director



November 26, 2013

iir. Dandel ). Meause

Deputy Chief of Staff

Office of the Lieutenant Governor
82 Smith Strael

Providence, RI 02903

Dear Mr. Meuse:

| have been encouraged by several colieagues to reach out to you and make the connection between
the Green & Healthy Homes Initiative™ {GHH1) and the Rhode island State. Heaith Innovation Plan (SHIP}.
GHHI works to improve unheaithy and inefficient housing to combat the negative costs of chronic
environmental health concerns such as asthma, lead- -based paint poisoning, and trip and falls as well as
energy related costs resulting from non-efficient housing.

Having recently received a draft version of the SHIP, | see many instances where GHHI could be a strong
community partner to help Rhode Island create a new sustainable health system, | believe it would be.
mutually beneficial to meet with you and your colleagues to brief you on the work of GHHI, learn first-
hand more ahout the SHIP, and to discuss ways we may be able to work together Specific examples of
how GHHI can help address challenges identified In the SHiP are outlined in the attached document,

along with more !r}formatso_n about GHHI.

I hope that you find these materials informative and that we may be able to connect in the near future
to discuss more about how GHHI may be able to be a part of helping raeet the goals of the Rhode island
State Health Care innovation Plan.

1 look forward to hearing from you soon.
Sincerely,
i s . . N Rl -
ﬂi”ii-’i/[i_. F Lot e
s

Mark A, Kravalz
Green & Healthy Homes Initiative

CC: Jennifer Wood



GHHI Contributions to SHIP Implementation

1 Challenge: Care delivery is fragmented.
innovation: Grow PCMH model.

GHHI has participated in local partnership discussions on strengthening the PCMH model
through integration of GHHI's resident health educators, who work with patients and their
families to facilitate home health, with clinical staff including doctors and nurse care managers.
Through a burgeoning collaboration with Dr. Jeffrey Borkan, physician in chief of the
Department of Family Medicine and Dr. David Ashley, Medical Director of the Family Care
Center at Memorial Hospital, GHHI is proving that an innovative approach to healthy housing
will have positive effects that spans across several systems including reducing costly chronic
hospital visitations, reducing chronic school absenteeism, lowering utility costs, and stabilizing
neighborhoods. In partnership with Brown Medical School, Memorial Hospital in Pawtucket,
Johns Hopkins Health Care and GHHY's flagship office in Baltimore, we have recently applied for
an $8.5 million Centers for Medicaid and Medicare Innovation Grant that if awarded will
provide 400 GHHI housing interventions for high risk families in Central Falls (5% of CF's housing
stock). This innovative and transformative primary prevention model uses housing as a platform
for health to reduce medical costs associated with high-cost and avoidable home-based
environmental health triggers that contribute to asthma exacerbations that result in inpatient
hospitalization and emergency department visits. If awarded, this grant will build upon the
fearned lessons of a successful GHHI phase | pilot program in the Olneyville neighborhood in
Providence that delivered GHHI interventions to 135 homes (2012-2013), Phase Il in Providence
{60 homes, Spring of 2014) and a Phase | statewide expansion to Pawtucket, Central Falls, and
Woonsocket {50 units, Spring 2014) as well as the expertise of GHHI colleagues in 17 cities
across the country.

More information about this partnership is attached as supplementary materials including the
Executive Summary of the proposal and recent articles about GHHI and our partners.

2. Challenge: Care Transitions are costly and lead to poorer health outcomes.
Innovation: Expansion of Community Health Teams will provide resources to support,
coordinate and aid patient transitions from hospital tofor LTC or home.

GHHY¥'s resident health educators have the potential to be an integral component of a health
care transition team for families suffering from the effects of poor housing, such as
exacerbations of asthma that result in inpatient hospitalizations, by serving to help patients
returning to their homes and ensuring that home-based risks for asthma exacerbations are
controlled. GHHY's reiterative in-home resident education is an essential component of assisting

1]Page



patients with asthma as they transition home and come to understand the behaviors and
environmental triggers that exacerbate asthma. The work of the resident health educators is
complemented by the provision of household cleaning supplies and related items to help
reduce allergens as well as physical improvements to the home by experienced contractors to
address structural deficiencies that contribute to poor patient health.

3. Challenge: High risk population requires high intensity services and often over-utilizes
the ED.
Innovation: Community health teams based outside of provider practices

GHHY's housing interventions and associated resident education are designed to address home-
based hazards that contribute to unnecessary use of high-cost medical services such as ED visits
and inpatient hospitalizations. In GHHI's flagship Baltimore site, the model has proven effective
with child patients exhibiting poor asthma management that result in medical utilization. For
example, among 136 households that received GHHI’s integrated servicés between 2010 and
2012, caregivers reported declines of 60% for hospitalizations and 24% for ED visits at six-
months post-intervention among their children with asthma. GHHI is building partnerships in
sites with MCOs and state health agencies to confirm these positive self-reports in health
improvements with administrative data. As described in the attached proposal abstract,
Neighborhood Health Plan of Rhode Island is one such partner that is supportive of the GHHI
approach to improving patient health and is committed to data sharing arrangements that will
help to verify pre-post utilization.

4, Challenge: Rising risk population requires greater awareness of risk, and access to
information, prevention activities and screening.
Innovation: Promote healthy lifestyle.

As noted previously, in the GHHI model resident heaith educators work in the home to help-
families become more aware of the housing risks as well as their own behaviors that contribute
to poor health outcomes. For example, among caregivers of children with poorly controlled
asthma, educators inform families on a range of behavioral changes such as adherence to an
Asthma Control Plan, prescription adherence, cleaning activities, and smoking cessation, among
others. Reiterative home visits by educators enables them to continue to work with families
and provide needed support for health and maintaining the home intervention.

5. Challenge: Some Rhode Islanders can be disengaged and lack accountability for their
own health and healtheare.
Innovation: Provide Navigators, require Personal Health Risk Assessments, Marketing

and Communication campaign, etc.
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GHHI staff who work with families utilize a variety of tools and strategies designed to track
outcomes and to help guide improved behaviors for personal heaith. In the Providence
Olneyville GHHI pilot (2012-2013), resident educators implemented health and energy
efficiency surveys that were used to track pre-intervention conditions and behaviors, while also
using responses to the survey questions to tailor follow-up educational sessions with families.
Personal health risk assessments could be implemented in much the same way.

6. Challenge: Community-based organizations vary in readiness to participate in health

care.
Innovation: Provide technical assistance services, collaboration group, empower CBOs

to more directly address social determinants of health,

I am pleased to state that GHHI in Rhode Island is ready to participate in health care and has
experience doing so as described in this letter. The heaith outcomes that GHHI seeks to
improve in communities are directly attributable to the problem of social determinants of
environmental heaith hazards, home-based hazards, and related economic inequities. GHHI is
eager to be part of the solution.

7. Challenge: The state government provides little focus on or resources to address the
social determinants of health.
Innovation: Establish inter-agency education and information programs that articulate
impact of social determinants of health on different agencies.

In Rhode Island we have demonstrated the ability to organize inter-agency partnership around
housing and health and as described in more detail beginning on page 5. GHHI recently helped
to organize the Rhode Island Alliance for Healthy Homes to align, braid and coordinate
information, resources, and services for improving the health, safety and energy efficiency of all
Rhode Island homes. Key Alliance partners include the Rhode Isiand Department of Health,
Rhode Island Office of Housing & Community Development, Rhode Island Housing Resources
Commission, Rhode Island Office of Energy Resources, Rhode Island Department of Human
Services, Weatherization Assistance Program, Rhode island Energy Efficiency Resource
Management Council, Rhode Island Attorney General’s Office and Rhode Island Housing.

3IPége



What is GHHI?

GHHI streamlines housing intervention services by aligning, braiding, and coordinating
partnerships representing multiple federal and philanthropic investments to provide the
integrated delivery of services to low-income families in need resulting in much deeper and
effective housing interventions. GHHI is a high quality, high impact approach to housing
rehabilitation that drives public and private sector collaboration, streamlines service delivery,
integrates energy and healthy housing interventions and develops better trained community-
based green and healthy homes contractors. GHHI partner sites include 17 locations across the
country with 45 communities seeking designation as “next generation” GHHI sites.

Originally founded in 1986 as the Coalition to End Childhood Lead Poisoning (Coalition) in
Baltimore, MD as Parents Against Lead, a grassroots volunteer effort, the Coalition developed,
implemented, and promoted programs and policies to eradicate childhood lead poisoning and
further the creation of healthy homes. In 2008 the Coalition was charged by the Council on
Foundations, White House Office of Recovery, HUD, CDC, EPA, DOE and the Open Society
Foundations to lead the national efforts to integrate lead hazard control, healthy homes, and
weatherization and energy efficiency work. This work was launched as the Green & Healthy
Homes Initiative™ (GHHI). Directed by the Coalition, GHHI addresses the health and energy
efficiency needs of a home through a holistic intervention model. In 2013 the Coalition
transitioned its name to the Green & Healthy Homes Initiative.

~ The initial GHHI pilot project sites will serve to inform the national agenda by generating best
practices and lessons learned in the area of integrated green and healthy housing assessment
and interventions. Working in partnership with local jurisdictions and federal agencies, GHHI |
national has a tremendous potential to advance “whole house solutions” for environmental '
health, energy efficiency, and green strategies that will produce the reengineering of housing
interventions and additional funding for lead hazard reduction and Healthy Homes
interventions., GHHI is designed to produce measureable results that deliver healthier, more
energy efficient homes, higher quality green jobs and increased economic opportunities for low
income communities, and better heaith outcomes for children and families that results from
leveraging the nation’s investment in energy efficiency with critical lead hazard control and
Healthy Homes interventions.
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GHHI-Rhode Island Key Milestones at a Glance

July, 2009: Neal Steinberg of the Rhode Island Foundation attends a White House Office
of Recovery and Council on Foundations GHHI briefing in Washington, DC

‘October, 2009: Providence is designated as a GHHI pilot site

April, 2010: Providence conducts its first GHHI Providence Steering Committee meeting
at the Rhode Isiand Foundation

June, 2010: Providence attends the first annual GHHI Executive Leadership Institute in
Baltimore, MD

November, 2010: Providence secures $60k GHHI Onboarding grant from the Rhode
island Foundation

January, 2011: Providence opens its 460 Harris Avenue office

February, 2011: $3.2 million Lead Hazard Control Grant Secured (City of Providence)
March, 2011: Providence Outcome Broker Hired

April, 2011: GHHI Compact is signed. City of Providence is the first City in the country to
sign GHHI compact

June, 2011: Mayor Tavares co-sponsors US Conference of Mayors resolution supporting
the work of GHHI

October, 2011: City of Providence secures $850k from State Office of Energy Resources
for weatherization upgrades, resident educator support, and pilot evaluation
November, 2011: More than 20 MBE contractors complete comprehensive GHHI
training and certifications

December, 2011: Launch of initial GHHI Providence Pilot

February, 2013: Completion of GHHI Providence Pilot (135 Units)

May, 2013: $2.5 million Lead Hazard Control Grant secured (Rhode Island Housing}
June, 2013: GHHI Providence is host City for the National GHHI Executive Leadership
institute

July, 2013: First meeting of the R Alliance for Heaithy Homes Steering Committee
September, 2013: Rhode isfand Foundation receives Secretary of HUD Award for Public-
Philanthropic Partnerships for the Providence Phase | Pilot program

September, 2013: GHHI completes first draft of its 360 page Green & Healthy Homes
Rhode island Compendium

October, 2013: Public Launch of the Rhode Island Alliance for Healthy Homes
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The Rhode Island Alliance for Healthy Homes

Building on a growing support for GHHI and recognizing an opportunity to expand GHHI's work
to a statewide level, in June of 2013, the Rhode istand Alliance for Healthy Homes (Alliance)
formed as a merger of the Department of Health’s Healthy Housing Collaborative, the Housing
Resource Commission’s Healthy Housing Work Group, and the Green & Healthy Homes
Initiatives Steering Committee. With a mission to align, braid and coordinate information,
resources, and services for improving the health, safety and energy efficiency of all Rhode
fsland homes, the Alliance aims to provide a well-coordinated and collaborative structure to
address GHHI related issues throughout all of Rhode Island. GHHI is the {ead coordinating
agency for the Alliance and supported by a Steering Committee representing the Rhode island
Office of Housing & Community Development, the Rhode iIsland Housing Resources
Commission, the Rhode Island Department of Health Office of Healthy Housing, Rhode Island
Office of Energy Resources, Rhode Island Department of Human Services, Weatherization
Assistance Program, Rhode Island Energy Efficiency Resource Management Council, Rhode
Island Attorney General’s Office and Rhode Island Housing.

In October of 2013, more than 100 participants representing physicians, contractors, housing
specialists, higher education, public health, energy auditors, community health workers,
weatherization contractors, students, healthy homes advocates, home visiting professionals,
nurses, community developers, planners, federal agencies, utilities, data specialists,
construction specialists, asthma educators, and many more gathered at Rhode island College to
learn about the mission, vision and objectives for the Rhode Island Alliance for Healthy Homes.

The Alliance aims to coordinate the professional healthy homes community in Rhode Island.
Value added for participants includes:

¢ Statewide leadership, planning and coordination on all GHHI related issues/ topics
¢ Healthy Housing braiding to meet GHHI standards
e Braiding of housing, health, education, and energy efficiency data
e Key reports/ documents (compendium, annual report(s), etc.}
¢ Professional community development/ networking
* Access to primary healthy housing leadership
¢ Leveraging Partnerships
o More competitive for funding
o Stronger policy coordination
o Streamlining GHHI supplemental services (resident education, housing
assessments, behavioral health specialists, etc.)
e Development of best practices/ standards
e Professional training, learning and development
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¢ Coordination of healthy housing expertise and knowledge
¢ Communicating the story of families most in need of GHHI standard housing and raising
awareness on social justice issues related to unhealthy housing

(Please see the attached materials for more information about the Alliance)
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Green & Healthy Hoines Initiative Asthma Intervention Model

The Green & Healthy Homes Initiative (GHHI) is an innovative and transformative primary
prevention model that uses housing as a platform for health to reduce medical costs associated
with high-cost and avoidable home-based environmental health triggers that contribute to asthma
exacerbations that result in inpaticnt hospitalization and emergency department visits. Designed
and managed by the Coalition to End Childhood Lead Poisoning, GHHI is being impiemented in
17 communities nationally.

With an investment of $8,529,121 of CMS Health Care Innovation Challenge funds, GHHI will
deliver on the three-part aim using an effective intervention of clinical referrals and follow up
coupled with in-home client education, healthy housing assessment, and asthma trigger
mitigation services. The program will deliver interventions to 1,750 low-income Medicaid/CHIP
patients ages 2-64 in Maryland and Rhode Island. GHHI’s key partners in this application
include Johns Hopkins Health Care, Priority Partners MCO, AmeriGroup, Brown University’s
Alpert Medical School, Memorial Hospital of Rhode Island, Thundermist Health Center,
Blackstone Valley Community Health Center and Neighborhood Health Plan of Rhode Island

Through the strategy set out in this proposal, GHHI and its partners will:

» Improve health outcomes for children enrolled in Medicaid as measured by the prevention
and reduction of asthma related inpatient hospitalizations, emergency department visits,
urgent care visits, and rescue medication use;

e Improve service delivery to high risk Medicaid populations through integrated community
health practices via an expanded parinership and coordinated infrastructure of health and
housing stakeholders;

e Reduce costs to Medicaid and CHIP for the treatment of asthma for 1,750 high cost burden
asthma patients in Maryland and Rhode Island enrolled in the program;

¢ Demonstrate the viability of prescriptive, preventive CMS-funded housing interventions and
the innovative GHHI model to produce long term savings to payers and CMS;

¢ Develop a non-fee for service payment model incorporating asthma trigger reduction
services and in-home education into the health care infrastructure in Maryland and Rhode
Island

With the national average charge for an asthma hospitalization for children with Medicaid at
more than $8,200 and a single ED visit averaging $820, the GHHI-ATM model can significantly
decrease payer costs for unnecessary, high cost medical utilization. The program, which has
received actuarial certification, is designed to save Medicaid $ 952,645.40 in three award years
and $5,147,505.60 in additional anticipated savings in the subsequent two years.

GHHI and its partners will implement comprehensive reporting and evaluation measures to
inform program activities and CMS in quarterly reports. Measures will be designed to inform
across the areas of cost savings, clinical outcomes, quality of care delivered and patient
satisfaction, as well as process measures of program activities. Through existing and anticipated
expanded involvement in health care innovation activities in both locations, GHHI will also use
results to inform model integration into the health care delivery system beyond immediate
partners. In addition, GHHI currently partners with 17 locations nationally and more than 60
other cities have requested inclusion in the initiative, further enabling an easily scalable and
rapidly deployable expansion of the model.
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Dr, David Ashley, madical directar of the Family Care Canles at Memertal Hospi{éﬂ. belleves that primary care
needs $6 fook for the root caises of heaith problens.

By Richaed Asinot
Progted T

WHY IS THIS STORY PAWTUCKET — Whn Brown Universily re-citablishad s medical school

HAPORTANT? i the 19685, with the hospitals as the Jdrives, pashing arluciant Brawn i do
The transfonnation of 56, there wasduchy systom, with cach of the hospitals seceiving one of o
healll care from a hespial  upartments a5 a provs, wecording 1o Dr, Jefivey M. Borkan, physician in
centic to gatient-centric chief of the Pepargment of Family Mudicine at Memorial Huospital of Rbede

primaty tare model is
maving ahead fapidly &
Rhode lstand, and
Wemosial Hospaf i the ~Fmnily sredicine was given to Memaorial,” Borkan said, m part bacause of
Urzining givudd whesa now 15 cormection the community

ductors am leaming the

madal, Combired yilh the Over she next 40 years, Burkan vontinued, #s (e development of speciabics

tstaned, now paft of the Care New England hospital reiwerk.
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grew in Rhode Tsland, Menirial wos very much the place that it the thauoie
alive for prmary sxic in Rhode Island.

~The metaphers 1 like to use 5 that [Menrial] was ke a mengstery dusing
the Trask Ages, even if prmary care wasn't poputar, the ffame was kept
alive,” Borkan fold ConvergenceRS in a rivent intarvigw w his office, “Mow,
it's fike the Resgissance hete, we're able 10 oxpand imo a system of care.
And Care Mew England i interested in ¢reating 3 sysem of ezee, £ol 3 group
of hospitals.”

The deal 1o parmer with Cars Now Snglaud chosed on Sept. 2, and Borkan
voiced eniltisiosm for the change, “We're thrilled 1o b partof Care Mow
Faglasl.”

Todag, Memoriaf i very much ut the genter of the health care evolulion in
patient-centrie prmary care in Rhode [stand, serving 2 a teaching labemtory
10 develop inovative approaches (o team-bused cace, Until seeatly, Borkon
said, °f don't think primary care was seen consisténtly as an etenamie
advanizge But it is paw.”

T expansion of the multi-paver R Chropic Care Rustainability Initiative,
which began a5 2 pilol program and sow has mote than 250,604 pltients -
o qaarter of state's population — being served by praciices thatare patient-
centered medicat bames, phices Rhode tshand ahsad o he cipve in
immovative health care delivery, aceording to Borkan.

When Memorial's Fanyly Medieine program first sought to lecome pant of
C51-RE, there was a1 first some hesitation. Borkan said he vountered the
resistanee by arpuing the impotanee of training die next genemiion o
doctars in sew mosdels of ¢ore

~We don’t have. as a training site, the option of not being part of innovation
and creating new mudels,” hie expled. " We are cogonsible for the sext
genertion of doctors, and 3 we JoR't nnovate here and bagin to teach naw
models and be on the cuthng edge of developing el models, then vur
wradsmates will not &now hiw te practive in the new madetplace.”

A rocent vieid fom a federat evaluzmr of the CSE-RI proymm provided some
natioml perspective of how advaneed Riusdz Island is in its patient-centensl
medival heine aprroach jo pomary cane

“\We're going from a swall plot 1o 28 percent with plans 0 go 1o 36 percent jof the staie’s populatien),”
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Borkan sast. Mo other stite 1s dotig thet. ‘Thix is a huge brecksheough-in what we're domg bere™

The actual tansformatien of medical practices 10 patient-centered muedical homes is not something tat 13
gesily zecomplished, bocattse cach practice is diltrent. ascording to Harkan “There s ool yef a yold
standard of a recipe of how o do i,” he told CanyergenceRl, At this point, expertise s being develaped in
the state in two places, here a1 Memorial and a1 Blue Oross & Blus Sheelt of Rhode Tiland ™

Somoal is werking with CS1-RI to help translomi aew praciives that jofs the iaiative, meatoring the
practioss, Borkun vontiased “It's imcredibly compficated and phenomenally difffcelt, because every
mactice is different and has its own dynainies.”

At some point, Borkan snid, Rhede Island’s growig axperiise in team praciice may prove wbea
marketable enterprise and & revenue soure for Memorial - and for Rhode {shind

“Patignt-centered medical homes are ong picce of the puzzle,” Horken said “We have e go ffom patient-
centered msadica) homes to pativnt-ventersd neighborkoods 1o Accountable Care Orgonizations. We have o
imvalve speciafists, hospitals, and nwrsing humes, A5 past of Care Mew England, we can actually do that,
Eventually. it has 1o be all of Rhode kland, end alt of the U8

O the front Hnes of peimary ware, secking ouf rool causes

s, David Ashivy, the medical ditector of Memagial’s Family Cate Center, ratifes off the numbars 85 he
gives ConvergenceR| an smprompt wour of Center's fudifas ~There are sbout H3000 pativiis, with some
34 residents, divided into theee pods "~ he said

Ashley, who did his residency st Memorial, graduntany from Brown Medical School in 1995, has been back
wadking al the hospital fur 3 title mone than nwo years. He sees the weik of the Family Care Center as

hitp:!/news!eitg?r.convcrgenceri..mm]stori_e__s_i_A-_'vi_sii_f'to_ft_b;.é-i’f@z&t-li.nes-o.f«p{imary-care-de{i_,.‘ 1202003
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changing the way that madicing 18 being pracnced, Tooking b the too! causas of probloms, amd Rot Just
treating Hinsses.

W want o keep people healthy, Ayhley said. "1 we.an gel 1o e toot casses of things, whether 1t's bat
poap in the belfty of semeans’s house that's {irggering asthma} and cousing them e miss school and have
muitiple ER visits, then thal's the dimension we have to addruss ™

Ashley is curremiy cotloboruting with the Gesen & Heatthy Hoemes Initialive o wiite a grant proposal to the
Center for Medivaid & Medicare Irnovation for a pilot project in Pawtiwket and Central Falls to rehahilitate

hames.

“They used to think that the root cause of asthma was zsifmis, and you treas that by 1aking your mediving,”
b contimued. “ut if we can get to 152 source of problems, and amt just with asthina, we saa fipeove
people’s heatth amb save kejiltions.”

The incentives tor payiments will totally change, Ashley confinued, i pmgress continugs tevnbve with the
development of Actouatable Carg Organizations.

One of the expansions nrow underway with the-US1-R prograni is C51-Kits, which is qurreatly struggiing
with devetoping benchmarks for weliness fur children. Did Asbley have a suggestion of what the metedes
might be? )

“f shink, If thete was only o2 thing you sould measure for kide and try 1o Hguse ont the: best way to mvest
yous resaurces, i would peobably be schood absentegivm.” he said

With primany care, Axhiey vontinued, “You ain'l leave the seciat end fimapaat conditions ou of the
equation. Schunl absentesism ¥s often a very gatly indicater for problems io fife. We nevd te investigate the
reason fof those abrences, to fid out it there are probiems at bome, with transpoitation, with hasith.”

Oe of the frastrations for Ashley is the inaceassibiliny of data reparding the mest expensive patienls, daty
that the CEO af Netghtorhoad Health Plan of Rbede ivfand told Ashley he has but cannot shass, For fegat
reasons. Acgording 10 Ashiey, the CRO-said that he had the data of wha the most expensive {Memarial]
patients were, what theis addresses were, and how vch monsy Jizs been spent o Hiem in the last twe
yiars

“if wit can’t identify the patients, we an't aasign 1he nBrse S NANAZLTS @ berer manage these pateenis,”
Ashley said He saidthat one of his flks had ealied Medicaid i Rhode Island 10 ask for thiz data, and was
1old by whomever answered (e phore that they woald reed to file s Freedom of Infinmation Act request to
i 31y,

Ashley saidd that iF 2 fegal way vould be found to aecess this data fom Meighborhood Health pian, it would
help to betler mangge the must expensive patients, reduging costs, impraving outcemes and help prove that
patient-centered medical homes work. He stkaowledged that some interventions would ao woik,

[Whie tha Family Care Ceater has abous 3,000 of ux roughiy 10,050 patents whe have enroiled to'be past of
thee siat's keabth informtation exchange, Currenicare, it has been unable to sead any gontinuizy of care
documents bacause of computer intesfare Istudy, according to Avhicy |

Far Ashley, the new appdach 9 patient-tenuic Buaily is a much more saisfying way to pravtive inedicine.
Here in Rbode fsland, Asbley continned, “The visfonanes e in the Aght places, We pot a groal direetor of
she R Deparvment of Health in Dr, Michaet Fine. He gors it A nif with Case New England, the CEQ.
Dreanis Keeefe, he gets it he knows it, he™s pushing fos it”

Ashley's Tear, b continuic, “is thal it Is an experiment that may comtinue, because i1°s going te be mose
axpensive than ust having au office and 2 dovand a secretasy 7
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Good health begins at the front
door of where you live

Anew intiatve seeks 10 break (e lisk batween unhealthy Bousing and unheathy shitdeen

SOUATESY OF RARK FEAVA'SL SYUL'}E"{T IHEEANS AT ASZEY

A cartractor who was part of ihe Green & Healthy Homes Ingtiative In Frovidence, whleh renavated 135 homes in
Provigence Jast year,

PHOTD i1

By Richsrd Asined
Pested 1WRAYI

WY I8 THIS STORY YROVIDENCE - What 8 week it was for igh profile, top-down, shawe-and-
IMPORTANT? ik public relations ovinis fouling mofti-miiion-dolin investments in
tnsestments in tho best nirastrmciure 1o support the knowdedgs econamy and I innsvarion

health e techadiogy 800 . scosystem in Rhwde Istand
1T infrasinscture wid not

http:f#newslettcr.convcrgenceri.com/gt_éijieS_/’(}de~heaIth_~b_¢giﬁsuatfth_e'_—:ﬁ‘ciﬁtédoorvpﬁwher.., 117202013
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fransialy mie-eifechve
heaih care detivery uitless
the underlying caiises are
addrassed - the
proventabie, man-made
anvironmental and heallh
ihveats that sicken many of
Fthode igland’s chidraa.
Asthma is aleading cause
of irissed schoel ime, lead
{8 & MGeT eousa of pUot
acadami pardonmancs.
Thet plevaignce drives
medicat costs up and
educaoticnal polential dovwi.
it's 3 huge ecoacmic issue.
The R.J. Alliance for
Healthy Flomes soeis 10
{avarage edsling resouees
ty aligring and =eiding
them in a compighansivo
eftert to foours on
Loty sefubians,

THE QUESTIONS
THAT NEED TO BE
ASKED

The abserice of the R,
Departngnt of Education
a% & partner it s affond
appears to ba a problem.
ore that coird be soived.
What wiit i take fOr
Commissioner (st and R
Board of Education Chair
Eva-Mare Hancuyso lo
bagin to adtiress tha
chronie problems of jead
poisonng and astins
gt schonls? Heaith
ingurers are spanding
eAMIMGYS. 2dvertising
nudgats to sign up tew
eyslnmers. Why hawe Bl
Cross. Neighborhood, and
Upsitef failed 10 cover
asthma hom wizgils 25 2
reiminaEable gxpense,
even though thelr own dala
showe the pravetentce of
empensive inlerentions?

UNBGER THE RADAR
SCREEN

The businass COTHTRNIY
has pald mach atication
gezanlly fo wolness
programs in the workplace,
prommoting smployes
programs o indease
heaithy oulcomes - and
achieye cbst savings in
reduting hele bealth
insutanca cosls, Whal wil
mativate them 1o pay
similas atlention 0 walingss
progeams fof the
communilies ln Rhode
Istand? Perhaps thefe it g
meed for a-nowe app fatvall
cakulate the dirsct cost of
“extemaiies” of postdly
mainizned housing stogk
for the teat estaln and
aanking sectors.
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On Tuesday, Oct 22, the 195 Commission hosted 3 harchat tour of the 20
acres of tand beng feciaimad after she relocation of Route #93, showcasing
thework being dore Tunderground” on conneetions and conduits for egctric,
gas, water. and fiber sblities.

On Friday, Ozt 35, Rhode st entire congressivnal defegation as well as
Gav, Lincaln [: Chales hovked vp fora pn:s;S conference at the Providence
Public Librry 10 celehrate thy compdetion of Beaton 2.0, the buildiout of
167 miles of fiber-aptic cyber infrastructuse connecting 130 snchos
institut:ons, including upiversities, hospitats, research svnters, ibranes and ¥
-12 schools.

£ ater that altemoan, Sen Jeck Reed was juined by B S EFA Directer Gina
teCanhy and Providente Mayer Angel Taveras to snnounee the
envitonmental agency’s suppost for design and construction oi'up to four
projects int the Providence mefro ared to showtass wiat's knoiwn as et
inastrctme” 19 el protest Namagansett Bay amd local streame and 5ivers
from dirty water wtd raw sewage overilow caused by freavy rinfalls

Earlive in the week, Rewd's ofTice had announced an addrtional $6 million in
funding fiom the (157 Depanment of the Interior 10 help Rhode Island with
festoration pragels o heip the state prepored for future starms such as
Hurmreans Samdy.

Hecogniving the valie of human infrastriicture _

Yet, the low-Eey, bottomeup lausch of the Riode Jstand Alliance for Healihy
Houes at 3 community forum at Rkode fsland Coflegs en Ot 22 may prove
1o e e mos) Empressive —and innovative - "infrastrocture™ investient
anaouneed last week in Rhode island. More than 100 peopletrowded o
1he eetame room ab Alger Hall, partivipating in small broakout sessions

‘The new alliance’s mission is 1o “align, brasd ard coordipate™ the resources
of an evidénve based approsch 1o public health with communisy -based
encrey and hausing imirtives. {1 was the kinid of commienity-focused
innovative approsch that was “aissing” from the draft State Healih
Lnnmvation Plan relgased Inst wavk.)

The atliance is 3 collaborative partmership of the R.§ Department of Health,
the R 1. Ciffice of Friengy Resowrces, the &1 Depariment of Hunmn Servives,
thee B.1 Tlousing Resources Commusion, Rhode Island Housing, and the
Green & Heslthy Homes Inititive,

‘Fhe diving force behind the new affiance Bs Mask Kmvatz, wheis
cooedinating the ingistive, He works For the Green & Heaithy Homes
tnitistive, headiuartered in Baltimere, Md., and he dircted 3 pilot program
i Providesce duiing the last yeor that renavated 135 homes s the Otneyvlle
wechion of Providence,

“Out work is data-based,” Kravaiz wld CronvergenceR in as mlerview
fotlowing the fonan “For 135 homes we frenovated] in Providence, we
wiarg Iokin a1 key defiverables {of thas work —shpwing 2 reduction in
hoapeal visris for asthasa, reducing 1he cnorgy usage, reducing the chronic
absentoeism in sChool due o asthma, asd mproving the health and safety of
the homes ™

Saving maney, Kravat vostinued, 15 an importani eronamic prece of this
woek. For children with asthima, who repeatedly need treatiment at the
emergency room, spending 3 lot of money. gelling prescriptions for an
asthimes inhaler, anly to be-sent back to howes where there may B many
asthing rizgers, whivh cluse 8 repeat the syoie, drives op medieal vosts
“Qur gostl i 1o eeduor those tggers in ihe childnm's] boies.” he sard,
saving money-for fhe parents ~and for the health cane delivery sistem

Keavals ealled humself an “eutcoms boker.” saying that his job s (e broker
multiple on- thé-ground msoumes 1 work marg collectively ™

As much as Kravalz serves 25 the project conrdinater, he is quick to
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emphasize the teem appinach. The Alliance’s starng commilles intindes

+ Bob Vandershice, from the R_L:.Degxanmen! of Healihi's Healthy. Momes pregram,

» Nancy Suiton, from the R L. Department of Healtl's-Asthma Program, R
« Michelle Almeida, from the R |, Depantment of H_c:il_th‘s Flealthy Homes progrm

« Marion Gold, from the R.L Dfice of £nery Resolrses,

+Rachel Shaily, form ihe R4 ONice of Energy Retourves,

+ Mike Tondra, fom the R | Housing Resources Commission,

« Darlerse Price, from the R4 Housing Resaurees Commission,

+ Greg Schuftz from the R 1. Office of the Astortiey Gereral,

= Juliz Capobiance from the R1. Depaniment of Human Svrvices” Weathedzation Asistanee Program, and
« Riiss Johnron from L Housing.

Health-care and asthima ]
Ore of the documents distibuted af fhe commnunily Torum was 3 series of maps and chants breakang down
the statistics for immunization, asthma and lead pofsoning by schood disticis in Providence and statesvide.

fn pasticular, the chart, “Heaith care wiilization due to Astba, 2018 2012, painted an avasate hut gim,
picture of the nambee of schoal ehildsen affiicied with asthma in Providence —and stalewids.

In Broviderce, 17.9 peseent of all schoolehildren in pre-Nindergarten through Grade § - 2,235 out 012,799
- hadd asthina, I total, Jooking at children through Grade 12, 14.5 porcens of il students suffered from
asthma and required medical attention. Statewide, the numbers are thnost a3 bad — T1.8 parcent.

The numbers.ate evidence-based . Vhky come directly i the Bealth insurers. - Blue Crns & Blag Shield
of Rhode Isiand, United Healthears of Now 'Engiam.i, and Meighboshood Health Plan of Rhode Island

Specificolly, “children with asthma™ was dd’me& as children whe were insured b} one of :he.&e plans amxi
had any decfor's office visit whey asthow was ane of the lop wasons for the vIsit of an SIRRTZEILY foam
vist or hospitalization when astima was the priTasy.

Perhaps the most danmiag stotisic was the high number - H4 percent, or 31 out of the 3,649 chifdeen with
asthera - who ended up at the anergency Toom of who were hmplaahmi

Naney Sutton praised the efferts of Kmvaiz in i‘gnnging topether so many people i the athancy -
physivns, contractors, oty and wwa officials — wih 3 comitnn inlerestin healthy housing.

“Yithin state aguncies, we all have cur pwn prcedares and funding strams,” Sutton said. exptaining the
imporsance of the ¢fort, The effort 1o have all these agenviss aligned and en the same poge, working
toward healthy housing, is o refutively new congept, oot (hat she &s excited aboui:

Since 2010, the Asthma Psagrans bas developed 2 evidence-based approach and home visitation focwsed
primarty op children living in she city of Providence, Suttan said.

Working in partnership with Hasbro Children’s Hn}s;ma# aind St Jeseph's Hospital Hcailh Clinir, Sudon
continzed, when a child is seen by the eimrgency dopartment and the diagnosis is asthraa. and they live in
Providernice, they awramaticatly gel a releral h)r a haamg vasit

Weth pasental approval. a wmmd asthma edueater, a L(Jmlnu’iiﬁ} Fealth worker and an spyironinental
health watker visit the home, \\ﬂﬁﬂﬁé sith the hame cm-ner or. !andlani o fix and adér:ss any p;suvs

The prograr has boen able o expand ﬂs ¢iforts ﬁmmgb a X federal innovatien gran from the Ceater Tor
Medicare & Modicaid Innovation. Despite the pfogram’s expansion, what Sutjon cails the biggest ohstacke
is that the commercial insuress don’t coves the asthnta home heaith visits as 3’ reimbursalile <xpedse, deapite
the documentation from their ows data about the incidence and prevalence of asthina-- anid the high cost of
treating asthma through emeegeacy. reom vists ansl hospitalization ’

From the data colleciod sver the fast three years, based oa health disuranve claims, Sutton’s pwgmmﬁ:sg

beem able-to prepate a fairly comprehénsive map of where asthma is inost provatent in Rbods lshad [See

graphic} Mot surprisingly, dre heaviest u}ncemmnnns are in the $taie’s care urbananas, with the oidest
housing stock

~“Wa don't know exestly what causes aslhf'r':_a,‘f. Sum:m satd Mot one thing causes asthma ™ Bul, she added,

e kvaw what can contribite t making asthin worse < tobd, mildew, ssord-hand smoke, air

poltution And, preliminary datz from the asthma program has shown that-home visits and intesventions

have cuf down on the number of emergency room visits and hospifdlizations.

“We v seem stgnificant Teductions in night-tiow symgtoms,” Sullen smd. “We've seen significan!

http:/lljlc\\-'_sleﬁer.ﬂDﬁVﬁrgeﬂéeri..(._toil.lfsif)l'ies_f(}_Ooﬁ#lieai{:b_-“bég.inSfaf;i564ﬁ_‘_g;_]t..;d{)()r-ﬁ)f-whﬁr... 11/20/2013
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ingrovemeat in sick visits (o primary care providers ” A accouding to selfrepoed data, Subtea
cantinied, “there has been a drop in the use of emargency morms due asthma™

Cannectiog the dots, lneraging resources

I you [eok at the composite map detatling the ins idence of lead exposuse, asthma, childbood poverty and
older housing that was distributed 3t the RL Alliance for Healthy Homes forn, it's no seerct where e
problems are lomted

What's been missmg m the past is @ cxondinated effort to develop s commumiy-based solution, leveraging
existing rosources. The R |- Allienge foe Healthy Homes i3 tie kind of unan colfabotative spproach that
many business and goveeoment feaders advocats but rever implement.

Kravatz said that wonversations are new underway with the primary care physicians at Maonal Hosptal to
crishle them to verite health and safety preseriptions as part of & meded plat progmm serving the resldens of

Centrat Falls and Pawlucket, to conshuet health safety audis.

Fofated

Bapzining the Green & Haalthy Hemas prlot prejest i Providence
BN Euast . tweai i 9 ks ¥ ;:\ i

NO COMYENTS O THIE STCRY 1 ADD(OUR COMMENT

ACONVERGENCERLCOM | SUBSCRIBE 1 CONTACTUS | REPORF PROBLER | ABOWT | ADVERTISE
POWERED BY CREATIVE CIRCLE MEDNA SOLUTIONS ‘

http_:!.!ne‘.x-'sici_'lcr.co:wﬂrgcnccri.cgn_ygtbrieslﬁe_c_}d'-heaith:_-bggins_-gtfthe"%ffrdht_'—dpq;-rgfﬁwh_er... 117202013
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November 26, 2013

Office of Lt Governor
State House Room 116
Providence, RI 02903
ATTN: Public Commentis

Dear Lt. Governor Roberts:

UnitedHealthcare appreciates the opporiunity to have participated in the workgroups in
connection with the Rhode island’s State Healthcare Innovation Plan and would like to take this
opportunity to provide our support and comments on the draft plan. UnitedHealthcare is
committed to the development and testing of new integrated models of care, effective payment
reform, quality improvement and encouraging practice transformation, Nationally and locally, we
have made substantial investments in medical home and accountable care models and other value
based incentive programs. We have direct experience in contributing resources to provider
practices that have demonstrated a commitment to transforming these into high vahue, efficient
primary care setting that employ care teams and practice population management, We fully
understand that partnership is required during the design and development of Rhode Island’s
Healthcare Innovation Plan and look forward to further engagement with Rhode Island in this
effort, Furthermore, we would like to propose a meeting to discuss certain aspects of the plan, such
as potential duplication of services, funding, interactions with existing models and the structure
and functions of RICTIC.

TARGETS FOR TRANSITION TO VALUE BASED CARE

The State has asked for comments on targets for transition to value based care and how it can be
phased in over a S-year target period. Practice transformation takes time. Providers need to be
rewarded based on their readiness and capabilities. Stakeholders need the ability to develop a suite
of value-based contracts that complement and assist providers as they move across the continuum
of risk. Provider readiness is individual. We cannot expect every provider to move along the
continuum at the same rate or attain the highest level in a pre-defined period of time. For payment
reform to be successful we must account for varying levels of risk and integration and develop
programs that encourage movement along the continuum at varying rates. It is also important to
consider the standardization of certain quality and outcome measures along with how these are
ultimately operationalized in the service delivery system. These quality and outcome measures are
the basis for any payment reform strategy. Payment reform methodology and roil-out will be



important to consider as it is important that free market dynamics are tested and developed. In
other markets we have deployed a continuum of options to support movement to value based care:

QUR MODULAR SET OF VALUE BAJED PAYMENT MODELS ARE DEPLOVED ACROSS THE CONTINUUM.
VIE ARE ABLE TOALIGN OUR VALUE-BASED PAYMENT HODELS WITHA CARE PROVIDER'S RISK READINESS.

Goal: Align Iacentives for Whoié Person Health

S SR PRI et

Acsoustable Care
Peargt gy

Lwos

Centers of
Excelionce

Poriormance.
based Progiams

Degres of Care Provader Irdeqgiannn wt Accoun by

We would like to further consider the impact to the market if the state as a payer mandates ACO
like structures for pre-defined populations. We believe reform will be more successful if the
initiatives encourage providers to deliver high-quality care more efficiently, with a specified mix of
strong performance incentives that reflect the market structure and capabilities of the Jocal
community, Mandating ACO like structures may accelerate unintended provider consolidation,
impact pricing and market choices. In addition regulatory changes focused on benefit design that
encourages but doesn’t support members staying within a defined network may dilute the desired
quality outcomes and the savings impact of ACOs. The proposed plan is encouraging significant
market changes and the market needs to have multiple tools available to implement and evaluate
changes.

In considering Medicaid managed care transitioning to ACOs, the current managed care contracts
and risk sharing arrangements between the State and the Medicaid health plans do not easily
permit sharing of rislc with a provider organization. To effectively implement ACOs in the Medicaid
space, the State would need to reevaluate its risk sharing requirements and possibly eliminate
them. UnitedHealthcare is also unclear how the ACO would be implemented with the Federally
Qualified Health Centers (FQHCs) who are the primary care managers of a significant portion of the
Medicaid population. We would ask the State to share their thoughts as the FQHCs are a key driver
of quality and cost outcornes for the Medicaid program.



CARE TRANSFORMATION AND INNOVATION CENTER

The proposal introduces the concept of developing an entity, Rhode Island Care Transformation
and Innovation Center (RICTIC) to provide assistance and support to stakeholders during the next 5
_ years. Given the majority of solo, 2, & 3 physician practices as opposed to large medical group in
the state, to transition 809 of the state’s population to value based payment and ultimately global
risk, many of these small practices will need significant assistance and resources tg transform
themselves.

COMMUNITY HEALTH TEAMS

United Healthcare supports the use of Community based care teams that promote transparency and
collaboration in the care and treatment of the patient. United Healthcare has taken a leadership
position in many markets with the successful deployment of innovative clinical engagemernt
strategies that accompany financial incentive strategies. These strategies leverage technology and
engagement with physician practices to reduce fragmentation of care and the resulting cost that
burden the system.

The State has identified care transitions as a challenge; historically inadequate care transitions are
costly with poor health outcomes. A component of the proposed solution is the expansion of
Community Health Teams (CHT). To better evaluate the use of CHT in Rhode Island we need to
understand the specifics of how the population for this program will be defined and engaged. We
see the value of CHTs working with hospitals, providers and MCOs in heaith education programs,
residential visits, nurse and social worker interventions, drug programs and other programs
already in use for these patients. CHT teams should leverage and not duplicate services available in
the community currently.

One possible model would be to align the CHT’s with practices so that we are not creating separate
entities. The funding of CHT’s must be aligned with clinical and quality outcomes as well as medical
cost savings. The CHT teams need to be aligned with the providers who are closest to the patients
and so that they have joint accountability for quality, clinical and medical outcomes. Workforce
development, training and oversight of these teams is a key component,

POPULATION HEALTH TARGETS

The plan does not lay out sufficient details on how the current CSI and various CMS models already
in place in the market will interact with expansion of value-based structures outlined in this
proposal, Without a clearly articulated approach, there is a risk of duplication of resources and
efforts as well as a risk of conflicting goals undermining each initiative.

While the goal to improve primary care is a worthy one, it’s important to step back and apply
lessons learned from the current CSI program. UnitedHealthcare's experience recommends the
following considerations:

¢ Requiring additional guaranteed fee payments to primary care providers risks creating an
unintended consequence of higher inflation in total cost of care



® Incentives and payments ought to be structured so that providers are held accountable for
transformation to achieve higher quality, more efficient care

BEHAVIORAL HEALTH STRATEGIES :

Co-location of Primary Care and Behavioral Healthcare is a strong principle that has merit in
transforming our care system and has shown positive member outcomes in our experience. The
focus on FQHCs and Community Health Centers may create some financial challenges that need to
be addressed. Transition of services from BHDDH to EOHHS and the Medicaid managed care
organizations as part of Medicaid Expansion and the Integrated Care Initiative is an initial step in
better coordinating medical and behavioral care, co-location or virtual co-location is a possible next
step.

Thank you for the opportunity to review and comment on the Rhode Island's State Healthcare
Innovation Plan. We look forward to continuing to work with you throughout this process, and
greatly appreciate the opportunity to continue our dialogue.

Sincerely,

KA

Stephen ]. Farrell
Chief Executive Officer

674,,(,,'“ £, (‘ooax,u

Patrice E. Cooper
Executive Director
Rhode Island Community Plan



Rhode Island State Healthcare Innovation Plan

Rhode Island Department of Health Public Comments

These comments are made in the spirit of a process that has been open and positive
throughout, for which the Rhode Tsland Department of Health is most grateful,

The Rhode Island State Healthcare Innovation Plan (SHIP) draft has been developed in
a context which challenges everyone’s ingenuity, and is precipitated by the continning
escalation of the cost of medical care beyond both the rate of inflation and the growth of
gross domestic product. This cost trend cannot long be sustained, yet will persist both
despite and because of the workings of the Patient Protection and Affordable Care Act
(ACA).

The parameters set by the terms of the grant, by its funding scale and by the need to
successfully compete with other states’ proposals can argue for a practical approach.
While this practical reality is acknowledged, we also urge that the unique opportunity to
pilot, test and establish genuine innovation offered by this grant be maximized.

The Rhode Island Department of Health’s (HEALTH) recommendations focus on five
pillars: governance; achievable and meaningful cost control goals; mental/behavioral
health and substance abuse; public health goals and objectives, and support of the
primary care delivery system,

I Governance

The process of creating adequate accountability requires a central governance structure.
We advise caution in assuming that providers can or should be held accountable for the
health of an attributed population { SHIP draft page 38) — at least until there exist large

vertically integrated provider and risk bearing organizations that have an infrastructure

that is robust enough to managed that care.

Rhode Island is very far from having organizations of that size, and from the perspective
of critical mass likely lacks the population size to support even one such organization.
But even supposing we could support one or two such organizations, they are unlikely to
evolve within the three year period of the grant.

Rhode Island’s providers already work diligently to maintain service quality for the
services they do provide. Until large vertically organized organizations evolve or move



here from other states, we should better develop a process to determine what outcomes
we wish to achieve, what services are necessary (given our existing health status and
demographics to achieve those outcomes), and what prices we are willing and able to pay
for those services. Then we can institute oversight of those services, their quality, and
their costs, to ensure that the services we decide to purchase are provided as promised,
and to ensure that those services create the health outcomes projected.

Additional analysis of service delivery planning will strengthen the confidence level of
the projections outlined in the SHIP Financial Overview document. The Advisory Board
Company has clearly described the market’s perception of the absence of clear command
and control in state government vis-a-vis the health care sector, which will remain a
challenge going forward

II Rising Costs and Sustainability

The actuarial consultants estimate that the SHIP will realize cost savings over three years
of: Medicaid 5.5 percent; Medicare 3.5 percent; Commercial 3.0 percent for an aggregate
saving rate of 3.8 percent compared to the current cost inflation trend. While all the
interventions can work as described, they must overcome some considerable challenges
to achieve the necessary rate of scalability.

To measure cost savings, the SHIP could be strengthened by adding a comparison to
current cost savings to the analysis. Since it is projected that real costs will go up despite
savings (approximately 4 to 6 percent, given a certain degree of predictive variation

in the ACA newly insured population), it wifl be useful going forward to have this
additional way to frack success and challenges

The SHIP can also be strengthened with a view that encompasses delivery system
changes in smrounding states, and the impact those delivery system changes are likely

to have on the Rhode Island health services delivery system and on the Rhode Island
cconomy. The anticipated strengthening of hospital infrastructures in surrounding states,
(and the lead that those systems have in developing vertically integrated systems of care
compared to Rhode Island), is very likely to result is a strong entrance of one or more of
those systems into the Rhode Island market. The SHIP should take cognizance of the
potential effects of such a development, for example on Rhode Island jobs in health care
management and tertiary care, and on state and local capacity to influence our own health
services delivery system.

The challenge for Rhode Island is to drive down our costs more quickly than surrounding
states. By doing so are we going to be able to rebuild our economy and protect local
control of health services decision making, understanding that a strong and equitable
economy is likely the most significant predictor of positive public health outcomes.



HEALTH recommends that considerations regarding cost savings focus on four
challenges: self insured employers, mental and behavioral health; broader utilization of
CSI; and the primary care avoidant population.

Self-insured employers: represent 43 percent of the commercial market, The
SHIP should define a methodology to include them in a multipayer process to
help reach the challenging goal of including 80 percent of Rhode Islanders in
value-based care arrangements. HEALTH has assembled a multiple agency
working group that includes representation from the General Assembly and the
Governor’s Office to find a solution to this challenge. We strongly suggest that
some of the grant funds be used to address this issue.

Mental / Behavioral Health and Substance Abuse. The costs associated with
mental/behavioral health and substance abuse strongly indicate that these issues
must be addressed vigorously, The co-location of mental health providers with
primary care practices, independent of other integration reforms, has been proven
to be a limited strategy. There is good integration science, and the best findings
show that only capitating practices to provide both primary care and mental health
is likely to be effective. Integration in and of itself is also a limited approach for
substance abuse treatment; a more concrete and comprehensive strategy than that
detailed here would be well-taken.. Reforms that could be considered include:
recovery centers in every community; multidisciplinary non-nareotic chronic
pain treatment centers; emergency department (ED) diversion to substance abuse
treatment centers; highly developed medical assisted therapy options; and robust
inpatient hospitalization and treatment for patients who are substance addicted,
and who require special skills for their medical management and mental health
issues.

The Broader Utilization of CSI. The descriptive information (but not the
financial model) places considerable emphasis on the spread of the patient
centered medical home (PCMH) model and of CSI. While this can represent a
step forward, we caution against overdependence on the PCHM muodel as a basis
for cost control. The original practices were early adopters and were the most
likely to become proficient at population health management. There remains
considerable room for improvement and growth in those practices in terms of
population health management and treatment to goal. The remaining practices
that have not adopted PCMH are unlikely to do so, or are less likely to become as
adept at population health management.

Primary Care Resistance. At least 12 percent, but perhaps as many as 30
percent, of the population is primary care resistant (individuals who have health
insurance but don’t use primary care for the bulk of health services). This
population, who don’t want to become activated patients, together with 50,000
or more of the remaining uninsured (based on projections from HealthSourceR1),
will continue to drive cost and increase morbidity. The SHIP could be
strengthened by that addressing this key population. Recognizing the importance



of this factor, heaith policy experts as diverse as David Satcher, Paul Grundy, and
Kurt Stange have become supporters of the Primary Care Trust, which is designed
to achieve the goal of primary care for the whole population, and is why Tom
Bodenheimer has written extensively on the mitations of PCMH.,

IIT Mental/Behavioral Health and Substance Abuse

As stated above (as shown on the graph on SHIP draft page 32), many of our cost and
outcome challenges involve mental and behavioral health, and substance abuse. Tt is
important to recognize that the single most significant contributor to years of preventable
life lost in Rhode Island is prescription drug overdose death (note, however, that [V drug
overdose death appears to have recently eclipsed prescription drug overdose death in the
near term). The innovation proposed — the co-location of mental and behavioral health
and primary care — has been tried repeatedly, and its limitations are well known. It is
key to institute a full methodology to address substance abuse treatment issues, perhaps
the single greatest health care challenge we face. The SHIP could be significantly
strengthened by incorporating additional mental/behavioral health and substance abuse
treatment infrastructure proposals.

IV_Public Health Goals and Objectives

The section on Healthcare Goals (SHIP draft page 35 ¢t seq.) conflates goals, strategies
and tactics; quality with outcome; and healthcare with health. The section replaces an
epidemiologically driven and precise goal-setting process now run by HEALTH with

the many) goals in Healthy People 2020 and in the Center for Disease Control and
Prevention’s “A Million Hearts” initiative, while making reference to American’s Health
Rankings. As a result, it is difficult to analyze the overlapping and constituent indicators
of each.

HEALTH notes that there is no evidence-based intervention to reduce preventable
hospitalization within the draft, We believe that the reduction of preventable
hospitalization requires a multipronged approach, and should include changes in provider
behavior, improved primary care access, and regulatory changes.

HEALTH’s approach to measure goals and objectives uses instead a consideration of
Years of Potential Life Lost. We also intend to use Per Member Per Month (PMPM)
cost; Days of Lost Work and School, and Indicators of Social Capital when good indices
for the latter three measures become available. We have a particular focus on eliminating
health disparities on the basis of race, culture, language and physical ability, a focus
entirely absent from the SHIP proposal.

We have recently turned our attention to three indicators from American’s Health
Rankings, but have not yet set targets for these three: preventable hospitalization, binge
drinking, and sedentary life style. A further selected list of leading health indicators that
should be reviewed, but which do not yet have Rhode Island targets are in the notes. [1]



The SHIP would be strengthened by addressing a precise methodology to achieve public
health goals. Tt does not specify or fund the use of the quality assurance process in
primary care practices, a particularly promising intervention which should be supported
by the grant,

V_Support of the Primary Care Delivery System

Although the Financial Overview does not detail the funding methodology for exira
community services, like Community Health Teams (CHT), the dollar amount suggested
in presentations about the financial model was $12 PMPM. That number, which is

very close to the current full spend on primary care in Rhode Tsland, would be used

to create another service delivery model, and create more complexity in an alieady
overcomplicated delivery system array of market actors. More importantly, this
innovation diverts funds that could be used to directly support primary care practices.

In the last twenty years, primary care practices have lost income once earned form
attending patients in the hospital. They have lost income as immunizations have move to
mass immunizers and pharmacies. They have lost income form urgent care. They have
lost income from the provision of laboratory services. They are likely to lose volume and
income from routine sick visits, as retail pharmacy clinics gin a foothold in Rhode Island.
They have lost income to electronic medical record (EMR) providers while we made
their practices and lives endlessly complex by requiring EMR use.

HEALTH suggests that resources such as those earmarked for CHTSs are better targeted to
strengthen primary care and authority structure.

Additional Comments:
The Definition of “health®

Applying the World Health Organization’s definition of health, “a state of complete
physical, mental and social well-being and not merely the absence of disease or
infirmity” in the draft SHIP proposal sets a standard which fundamentally undermines
the ability to measure success in achieving public policy objectives. The definition

was adopted in 1946 [2] and is not a measurable standard. While its breadth seems

to accommodate setting goals that encompass social, behavioral and environmental
determinants of health, the ideal of “complete,” and the lack of measurable criteria invites
an unfocused implementation of the plan, and a lost opportunity to fully measure success
or adequately measure progress.

A definition of health that has achieved some attention in the health policy community
and is measurable is: “health is the biological, social, and psychological ability
that affords an equal opportunity for each individual to function in the relationships



appropriate to his or her cultural context at any point in the life cycle and/or the equal
ability to participate in the democratic process.” [3] (Other similar definitions are
reviewed in Stange, K. Power to advocate for health. Ann. Fam. Med. 2010 March; 8(2):
100-107).

The SHIP draft would be strengthened with a refined definition of “health.” Distinctions
between individual health, public health, relief of pain, fulfiliment of personal desires or
goals, and life extension are often conflated and otherwise confused in the public mind,
In order for the public and private payers alike to best target scarce resources, we need a
definition that allows us to purchase services in the public interest — services that allow
individuals to function in the marketplace and in the democratic process as effective
agents of their own self interest. An inadequate definition will continue to enable market
dynamics that create profit at public expense by selling health care goods and services to
improve an entirely subjective sense of well being, We can no longer afford this kind of
health care environment.

Multi-Payer Model and Costs

Broadly defined, the various initiatives in the SHIP advance the practice of managed
care. While these latest iterations of managed care can and will do a better job of
managing actual care and not just costs, we are at the point where the cost tread will
produce an access crisis. In this light, care itself, and not just well managed, high

value care, can be seen as the fundamental issue to address. Substantially reducing
administrative costs -- which are currently over 30 percent -- should be an integral part
of at least one pilot innovation. After all, administrative costs add little or no value to
the health care system, whether value is measured in patient care or in patient outcomes.
That is certainly true of unnecessary administrative costs. The Primary Care Trust

is an innovation that would aggregate monies already in the system, simplifying and
streamlining claims processing and billing procedures alike, and should be supported by
the grant.

Health Information Exchange and CurrentCare

The SHIP proposes to allocate grant monies to the expansion of CurrentCare. The goal
of a more extensive and therefore robust information exchange is well taken; both private
medical practice and public health can and will benefit from a robust HIE. But the draft
fails to address the key impediment to achieving significant enroliment expansion in an
expeditious manner. A model well tested in other states (that would be an innovation if
adopted in Rhode Island) is an Opt-Out system. Resources to convert from our Opt-In
model should be part of the funding request.

Community Health Teams



Community Health Teams have been tested in places such as Vermont where the
population is less dense than Rhode Island's, but it's not clear whether these CHTs will
be effective in an urban environment. As discussed above, CHTs will, however, divert
considerable resources that could be used to build actual PCMHs that can function as
public health engines.

Focused care-coordination of people at highest risk has been used effectively in places
like Camden, New Jersey, but its use has not been integrated well into Patient Centered
Medical Homes. It is not clear how a segregated approach to the highest risk will impact
the primary care ecology.

Hospital System Failure

Approximately 40 percent of global medical costs are incurred by hospital care. The
state has determined that Rhode [sland has excess capacity of some 200 beds. It is

also estimated that $100M per year could be saved if the excess capacity was trimmed
through hospital closure. The SHIP draft, while projecting to achieve much of its savings
by averting hospital utilization, could also incorporate a mechanism to achieve this
additional path to cost savings.

Applied Savings

The SHIP proposes to accelerate the transfer of risk from payers to professional providers
and to hospitals; but it is unclear exactly how the money, whether accounted for as an
investment or as a saving, will be returned to the providers in a “reward system

Savings should be re-invested in two ways: to pay primary care practices to do QA/QI

of public health educators, which we know will lead to improvements in public health.
The second way is to spend the savings on education, housing, the environment, and
public safety, all of which also have a positive impact on the public's health. It is only by
redirecting medical resources to improve these factors that we can possibly achieve the
better outcomes for less money that obtain in other countries around the world.

{1] Selected Healthy People 2020 Health Indicators
Access to Health Services

Increase the proportion of persons with a usual primary care provider (AHS-3)

Baseline (US): 76.3 percent of persons had a usual primary care provider in 2007
Target (US): 83.9%



Nutrition, Physical Activity, and Obesity
Reduce the proportion of adults who are obese (NWS-9)

Baseline (US): 33.9 percent of persons aged 20 years and older were obese in 2005-08
(age adjusted to the year 2000 standard population)
Target (US): 30.5 percent

Reduce the proportion of children and adolescents aged 2 to 19 who are considered
obese (NWS-10.4)

Baseline (1US): 16.1 percent of children and adolescents aged 2 to 19 years were
considered obese in 2005--08.
Target (US): 14.5 percent

Tobacco
Reduce cigarette smoking by adults (TU-1.1)

Baseline (US): 20.6 percent of adults aged 18 years and older were current cigarette
smokers in 2008 (age adjusted to the year 2000 standard population)
Target: 12.0 percent

Reduce the use of cigarettes by adolescents (past month) (TU-2.2)

Baseline (US): 19.5 percent of adolescents in grades 9 through 12 smoked cigarettes in
the past 30 days in 2009.
Target (US): 16.0 percent

[2] Preamble to the Constitution of the World Health Organization as adopted by the
International Health Conference, New York, 19-22 June, 1946; signed on 22 July 1946
by the representatives of 61 States (Official Records of the World Health Organization,
no. 2, p. 100) and entered into force on 7 April 1948.

[3] The Nature of Health, Fine and Peters, Radcliffe Publishers, 2007,



CQMMUNITY HEALTH INNOVATIONS OF RHODE ISLAND

26 November 2013

Dear Healthcare Reform Commiltes,

We at Community Health Innovations of Rhode Istand (CHI-R), the State’s leading Community Health Workers'
program for community-centered workforce and leadership development, thank you for the opportunity to give
comments on the draft State Health Care Innovation Plan (Plan). To start, CHI-RI is pleased that social
determinants of health (SDH) takes a prominent role in the Plan. The articulation of SDH in the plan coincides well
the newly formed Commission of Health Advocacy and Equity. This commission requires a cross-section of state
agencies and community members to focus on the social determinants of health to better the health and well-being
of the state. The specific focus of SDH in the Plan will also place Rhode Island to fully participate in the new national
conversation on SDH from the American Public Health Association (APHA) to the Institute of Medicine (1OM}; see
For The Fublic's Health series of reports Dec 2011 to April 2012, '

The fact is that no matter how good health care delivery may be without attention to the physical and social
environment that may make people ill in the first place disserves us all. In spite of our state’s decade and over better
access to health insurance as compared to the rest of the nation, noted in the Plan, Rl has not fared befter than the
rest of nation in ending or decreasing health disparities across socioeconomic and racial demographics.
Considerable evidence that social and economic conditions, apart from access to and quality of medical care, which
have undeniable importance, play a fundamental, powerful, and pervasive role in the health outcomes of
preventable diseases. it is most likely that it is the social disparities in Rl many of which are noted in the Plan that
must be aftended to if we are to improve our general health status. Thus the articulation of SDH in the Plan will aliow
greater recognition that health comes about from where we live, leam, work, and play. Our neighborhoods and
communities are ultimately more important then our genetic code and is what we must also focus on to achieve
better health outcomes in RI. This in the end should decrease costs and yield efficiency and prosperity. Thus the
goal to focus on SDH sets Rhode Island on the path for a more integral understanding of health and that clinical
care is only one part of how we take care of ourselves.

We were also very pleased that the draft Plan appropriately makes direct, and even more indirect, references to the
value of Community Health Workers (CHWSs) and their role in improving community health. Real-life examples and a
significant amount of academic research indicate that the most effective way to address the social determinants of
health (SDHs) is to empower and train local community members such as CHWSs. These workers are then deployed
by community-based organizations (CBOs) fo provide information, educate people about healthy living, and improve
access to care. lnvesting in What Works in America, an entity developed by such organizations at the Robert Wood
Johnson Foundation, which created a special edition in Health Affairs on community development and healith,
places CHWSs as one of the workforces {0 be developed to improve community health. In an Investing in What
Works conference in Boston on Nov 8™ many emphasized the need for leadership to originate from the community
where the purpose and goals for development can best be developed. This is exactly what a community based
community health workforce would do.

However, we were surprised to see the CHW workforce described being unclear as not having a recognized
definition and profession and the need to require credentialing and licensure. First in terms of a definition, the CHW
section of the APHA, which is the largest national group of CHWSs and their allies, created a definition that is
accepted by the APHA and used by the Federal Department of Labor in its description and course requirements of
the creation of CHW apprenticeship programs. That definition is as follows:



A Community Health Worker (CHW) is a frontline public health worker who is a trusted member of and/or
has an unusually close understanding of the community served. This trusiing relationship enables the CHW
to serve as a liaison/link/intermediary between health/social services and the community {o facilitate access
tc services and improve the quality and cultural competence of service delivery.

A CHW also builds individual and community capacity by increasing health knowledge and self-sufficiency
through a range of activilies such as outreach, community education, infermal counseling, social support
and advocacy.

Secondiy, a report on the count and employer demand for the CHW workforce in Rhode Island was completed by
the Department of Labor and Training in 2009. Rhode Island Is not only the first state to do a demand survey from
an-employers perspective hut DLT was a regional finalized for the 2010 product/service award presented by
Workforce Investment Council for this survey report.

Comimunity Health Workers were recognized as a profession by the U.S. Department of Labor (DOL} in January of
2008 after a national campaignh with over 1000 letters sent to DOL; marking the largest campaign regiest ever for a
Standard Occupational Code (SOC). They were designated an apprenticable workforce by DOL in July 2010. Qur
state of Rhode Island’s DLT recognized the CHW profession in February of 2012. However, we must not confuse
this profession as yet another form of clinical medicine. Pleass note that several states have opted not to pursue
licensing, such as New York, because CHWs are not a clinical occupation and there is minimal risk of harm from
"unlicensed practitioners.” A standards question may be valid and an acknowledgment that a payer for professional
services has the expectation and the right to an agreement on the qualifications of a CHW and of those services.
That being said, uniform standards or ¢redentials can and should be defined by the practitioners themseives (the
CHWs), and they do not have to resemble the licensing requirements of other professions. A strong case c¢an be
inade that the process of developing and assessing the skills of this profession must be different from those of other
health-related professions because the work is fundamentaily different. There are clear guidelines and
recommendations on the core skills needed from the landmark study on community heaith worker in 1998 by
Rosenthal, L and Wiggins, N, as well as, the DOL work process for the profession published in July of 2010.

Lastly, while CHI-R! is dedicated to the creation of Community Health Worker Teams, we encourage the
development of CHWs as patient navigators ioo. In that roieffunction, they should not be restricted to remaining
physically located in the clinical facility - the greatest value to all concerned is when they have the latitude to work
with people wherever they are. CHWS in the ¢linical selting communicates that the healtheare institution is sensitive
to concerns of the community. In addition, the CHWSs can and must become agents of change WITHIN the clinical
setling. if they are truly CHWSs they can help to humanize the system, and indeed in at least one example we know,
they actually LEAD the patient care team. In all we do, we should be advocating for employers to "let CHWSs be
CHws"

To end, it is quite inspiring to see Rhode Island move forward as a state that puts attention to the social
determinates of health and recognizes the need to build leadership within the community to improve the health of
the Rl community at large. Thank you for this opportunity to review the State Health Care Innovation Plan and we
hope you take our comments under advisement.

Sincerely,

| / Wv‘vb\,\:?ww h N N

Dannie Ritchie, MD, MPH

Clinical Assistant Professor Family Medicine

Lead, Transcuitural Community Health initiative

Brown University Center for Primary Care and Prevention
Founder, Community Health Innovations of Rhode Island
401 729 2065

dannig ritchie@brown.edu




Dan Meuse <dmeusa@liigey.siataiuss

Public Comments
Beth Lamarre <chwassociationri@gmail.com> Tue, Nov 26, 2013 at 4:06 PM
To: "shipcomments@itgov .state.ri.us" <shipcomments@ltgov.state.r.us>

November 25, 2013

| am writing in respense to your call for public comments on the Rl State Heaithcare Innovation Plan. | am the
Manager/Director of the Community Health Worker Assaciation of Rhode Island (CHWARI), a trade association
for the CHW workforce. CHWAR! provides certification training, professional development, networking
opportunities and other services for the state's CHWSs.

CHWARI and CHW stakeholders are very pleased to see the inclusion of Community Health Workers in the State
Healthcare Innovation Plan (SHIP), and hope to see an increase in the use of CHWs in efforts for healthcare
outreach and impact on social determinants of health.

Community Health Workers have been an integral part of the healthcare workforce in Ri and across the country
for decades, and the positive impact they have had is becoming more and widely known.

in the SHIP, on page 34, it is mentioned that "Community Health Workers are under-recognized", and more
specifically, that the "definition of Community Health Worker remains unclear®. While it may not be well known
throughout the healthcare and social service industries, there is a nationally accepted definition of Community
Health Worker provided by the American Public Health Association's CHW section. A Community Health Worker
is defined as "is a frontline public health worker who is a trusted member of andfor has an unusually close
understanding of the community served. This trusting relationship enables the CHW to serve as
liaison/link/intermediary between health/social services and the community to facilitate access to services and
improve the quality and cultural competence of service delivery." Moreover, there is an unclear understanding by
the general public of the role and responsibilities of CHWs. However, there are nationally accepted standards,
created by the CHW National Education Coliaborative, that dictate the core competencies required of all
Community Health Workers. In Rhode Island, these national core competencies are the foundation for

CHWARI's CHW certification program.

When considering the final details of the SHIP, 1 would recommend that these nationally accepted definitions,
core competencies and related curricula are considered and integrated. Using these references and CHWARI as
a resource, all health care and social service professionals can be educated about the vital role of CHWs.

Please contact me with any questions or for more information on the CHW workforce.

Beth Lamarre
Manager, Community Health Worker Association of Rhode Island (CHWARI)

www.CHWAssaciationRi.org

Beth Lamarre
Manager, Community Health Worker Association of Rhode Island (CHWARI)
www.CHWAssociationRl.org



Opioid Treatment Association of Rhode Island {OTAR!)

Addiction Recovery lastitute ¢ Center for Treatment and Recovery » CODAC
Discovery House e Providence Metro » The Journey

Nevember 26, 2013

Office of the Lt. Governor
State House : Room 116
Providence, Ri 02903
Attn: Public Comments

Dear Lt. Governor Roberts:
Thank you for the opportunity to provide comment on Rhode Island's State Healthcare Innovation Plan.

It has been widely known that mental health and substance use disorders are costly in all sectors of society.
Rhode Istand is no different. It is also known that timely, focused and effective treatment can, and does, resuit

in decreased healthcare costs. Indicated and appropriate treatment and recovery efforts also create healthier
families and communities, greater productivity, reduced criminal behavior and, over all, have been demonstrated
to produce value in excess greater than their cost.

The members of OTAR! include every Opioid Treatment Program (QTP) licensed and accredited by the
Substance Abuse and Mental Health Services Adminisiration (SAMHSA), Rhede Island’s Department of
Behavioral Healthcare, Developmental Disabilities, and Hospitals (BHDDH), and the Commission on the
Accreditation of Rehabilitation Facilities (CARF). The members are also licensed by Rhode Island’s Department
of Health and registered and authorized by the US Drug Enforcement Administration (DEA).

Currently, OTAR! members serve over 3500 patients, diagnosed with opioid dependence, who receive methadone
as part of an evidence-based comprehensive treatment and recovery plan. Not included, but in addition fo those
served by OTARI, is a cohort of patients receiving other forms of opioid treatment (Suboxone®) or Vivitrol® in
private, or other practice settings.

The members of OTARI (collectively) have provided treatment, recovery, prevention and education services to
Rhode Island's citizens since 1971 and, along with other providers has a great interest and stake in how these
services will be provided in the future. Additionally, we have a great interest and stake in assuring that care is
delivered in @ manner that maintains and improves upon identified best practice and is provided by individuals and
entities possessing the skilfs to do so.

Rhode Island has had a long and successful history of supporting and partnering with community-based providers
to serve the evolving needs and unique characteristics of these populations. '

While the Full Committee, as listed, represents a broad constituency, we are puzzled by the lack of any
representation or participation from members of the community provider groups that most serve the addiction
and substance use disorder populations. Likewise, there appears to be no representation from the Drug and
Alcohol Treatment Association of Rhode Istand (DATA-R!) which represents this field much like The Rhode Island
Council of Community Mental Health Organizations (RICCMHO) represents the mental health centers.

efo CODAC — 1052 Park Ave,, Cranston, RI 02910 ¢ 401-275-5039 ¢ 401-942-3590 (") ¢ mrizzi@codacinc.org



Opioid Treatment Association of Rhode Island (OTAR!)

Addiction Recovery Instifute o Center for Treatment and Recovery » CODAC
Discovery House » Providence Metro e The Journey

Page 2.

With respect to the Committee - Is it possible that our “group” was not invited to participate? Is it possible that
our "group” failed to respond to an earfier invitation? In either case, we believe the plan would be significantly
enhanced and improved with the input of the provider group serving this particularly unique and challenging
population. Rhode Island’s opioid treatment programs should be included as contributing providers in the
behavioral health care network, offering services they are uniquely trained to do.

| am pleased to note your “invitation” on Page 61, “The State would welcome additional suggestions for strategies
to address Rhode Island’s significant behavioral health and substance abuse problems”. | know that l, and I'm
sure my colleagues both at OTAR! and DATA-RI and other members of the addiction and substance use disorder

network, would welcome the opportunity to provide insight, education, and suggestions designed to improve the
plan.

| look forward to hearing from you regarding this opportunity.
- Best wishes for the Holidays.

Sincerely,

N
7 ?gjgfp_ﬂ
Michael Rizz, Chair
OTARI

c/o CODAC — 1052 Park Ave., Cranston, RI 02910 ¢ 401-275-5039 e 401-942-3590 (F) ¢ mrizzi@eodacinc.org



-BEHAVIORAL HEALTHCARE

November 26, 2013

Office of the Lt. Governor
State House : Room 116
Providence, Rl 02903
Attn: Public Comments

Dear Lt. Governor Roberts:
Thank you for the opportunity to provide comment on Rhode Isfand’s State Healthcare Innovation Plan.

It has been widely known that mental health and substance use disorders are costly in all sectors of society.
Rhode Island is no different. It is also known that timely, focused and effective treatment can, and does,
result in decreased healthcare costs. Indicated and appropriate (reatment and recovery efforts also create
healthier families and communities, greater productivity, reduced criminal behavior and, over all, have been
demonstrated to produce value in excess greater than their cost.

CODAC Behavioral Healthcare has provided treatment, recovery, prevention and education sefvices to

Rhode Island's citizens since 1971 and, along with other providers has a great interest and stake in how these
services will be provided in the future. Additionally, we have a great interest and stake in assuring that care is
delivered in a manner that maintains and improves upon identified best practice and is provided by individuals
and entities possessing the skills to do so.

Currently, there are thousands of Rhode Istanders in treatment for addiction and other substance use
disorders. In fact, there are over 3500 patients receiving Medication Assisted Treatment (MAT) for opioid
dependence provided by Rhode Island’s six (6) MAT, or methadane providers. This does not include those
receiving other forms of opioid treatment (Suboxone®) or Vivitrol® in private, or other practice settings. Nor
does it include those receiving freatment and recovery support for other drugs of abuse.

Rhode Island has had a fong and successful history of supporting and parinering with community-based
providers to serve the evolving needs and unique characteristics of these poputations.

While the Full Committee, as listed, represents a broad constituency, | am puzzled by the lack of any
representation or participation from members of the community provider groups that most serve the addiclion
and substance use disorder populations. Likewise, there appears to be no representation from the Drug and
Alcohol Treatment Association of Rhode Island (DATA-RI) which represents this field much like The Rhode
Island Council of Community Mental Heaith Organizations (RICCMHO) represents the mental health centers.

Page 2.




BEHAVIORAL HEALTHCARI

With respect to the Committee - Is it possible that our “group” was not invited to participate? s it possible that
our “group” failed to respond to an earlier invitation? In either case, we believe the plan would be significantly
enhanced and improved with the input of the provider group serving this particularly unique and challenging
population. Substance abuse treatment programs should be included as contributing providers in the
behavioral health care network, offering services they are uniquely trained to do.

I am pleased to note your “invitation” on Page 61, “The State would welcome additional suggestions for
strategies to address Rhode Isfand’s significant behavioral health and substance abuse problems”. t know
that I, and I'm sure my colleagues both at DATA-R] and other members of the addiction and substance use
disorder network, would welcome the opportunity to provide insight, education, and suggestions designed to
improve the plan.

I ook forWard to hearing from you regarding this opportunity.

Best wishes for the Holidays.

Sincerely,
| )"’?ﬁ&%

Michael Rizzi
President/CEO
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November 26, 2013

The Honorable Etizabeth Roberts
Lieutenant Governor

State House

Room 116

Providence, Rl 02903

Attn.: Public Comments
Dear Lieutenant Governor Roberis:

Thank you for the opportunity to offer comments and suggestions concerning the most
recent draft of the State Healthcare Innovation Plan, Before | outline the suggestions
my colleagues at The Providence Center and | have to offer, I'd like you to know how
much we appreciate the transparency and inclusiveness that have characterized the
process of developing this plan. It takes a lot of time and energy to ensure that as many
citizens as possible have their say on the important issues this plan covers. Youand
your staff are to be commended for your commitment to hear every voice.

i'd also like to underline a theme that runs throughout the draft plan, As the CEQ of the
state’s largest communlty mental health organization, | would like to reinforce an
important concept that runs through many of the plan’s recommendations — that Is,
that Rhode Island needs a more efficlent, integrated health care system that includes a
wide variety of behavioral health services if we are to make any progress in meeting the
unmet health needs of our citizens and to begin to build a more efficient healthcare
system. You will notice that | did not say that we need to Invest more resources in the
behavioral health system. For too long, that system has operated separately from the
rest of the healthcare world. We believe strongly that new approaches that integrate
hehavioral health with the rest of the healthcare system will help our state address
some of its highest cost, lowest value healthcare problems.

This integration Is no simple matter. }t is far more than simply co-locating behavioral
health and primary care services. Making what have been conceptualized as two
separate systemns work together wiil take detailed planning and support from state
agencies and the Care Transformation and Innovation Center contemplated In the draft
plan. In The Providence Center's experlence, models for integration are very different
depending on the level of acuity of an individual’s behavioral health concerns. We
would look forward to working with a wide variety of constituencies to build on our
successful experlence with integrated services.

528 Nosth Maln Stroet, Providence, RI 02904 s (401) 528-0123 » (800} 456-0300 « Fax: (401) 528-0124
wwnw.providencecentes.org




Further, we applaud the draft plan’s “one size doesn’t fit all” approach. We do belleve
that models and approaches must be different depending on the severity of an
individual's condition. We would note however that people move In and out of these
risk categorles. This is especlally true of many behavioral health conditions as they are
often recurrent, chronic ilinesses. In developing integrated, enriched services, we must
develop ways to ensure that supports can follow the person as his or her risk category
changes.

We would also like to very strongly support the plan’s inclusion of recovery support
services as a way to address the needs of those affected by substance abuse disorders.
Our work over the last several years with recovery supports and recovery coaching,
fargely conducted through our Anchor Recovery Community Centers program, Is some
of The Providence Center’s most transformative work. Recovery supports are built
around the assumption that the vast majority of those affected by addictions can and
wilt recover. Rhode Island would benefit greatly from a better developed, better
supported system of recovery supports,

We would like to express our support for the inclusion of behavioral health specialist
staff and recovery coaches on community heaith teams as described in the draft plan.
We especially would like to express our support for the recognition of the unique
expertise of recovery coaches, either as part of these teams or as part of a larger system
of recovery support services. We believe that provision of recovery supports can
dramatically reduce the need for repeat substance abuse treatment. The overlapping
effects of substance abuse and mental llinesses are a major factor in our state’s pattern
of high-cost care.

Regarding the plan’s recommendations concernlng CurrentCare, we belleve this system
is critical to ensuring a free flow of information bearing on patients’ care. In addition to
the recommendations in the draft plan, we would also like to urge development of a
means for electronic health record systems to automatically check a patient’s
enrollment in CurrentCare. In our work to encourage our clients’ participation, perhaps
because of the continuing stigma surrounding receiving behavioral health services, our
clients are reluctant to enroll, where they seem to enroil more freely in their primary
care setting. Strengthening CurrentCare’s ability to work across the whale system and
addressing gaps that prevent healthcare providers from accessing full prescription
records for clients no matter where they fill or pay for prescriptions would be significant
improvements. ' '

As the state plan looks toward facilitating the development of programs such as the
Community-based Care Transitions program and the Advanced Payment Accountable
Care Organization Program, we would urge an expansion of these programs focus
beyond single disease states. For example, a patient with COPD’s post-hospital
discharge experience and outcomes will be significantly improved if a program screens
and treats that patient’s underlying depression. When these programs focus on
outcomes limited to a single disease or condition, often these underlying issues are not
addressed.



We would like to recommend that the draft state plan develop ways to connect with the
state’s roll-out of its duals initiative, particularly the second phase of the roilout which is
scheduled in 2014 to incorporate dual eligibles with serious mental iliness. The duals
program can be an Important source of support for the new programming this plan
envisions, but only If the new kinds of services to be developed are made a covered
service,

We appreciate the plan’s emphasis on deeper engagement of patients. Because stigma
and low expectations for Improvement are so much attached to patients affected by
mentatl llinesses and substance abuse disorders, we urge that these strategles promote
recovery as a goal. We have adopted as an organizational expectation that the vast
majority of individuals will recover when provided with the right services and support at
the right time. We would urge that the plan develop this same idea as a way to deepen
the engagement of individuals with mental iliness and substance use disorders.

Regarding the plan’s proposal to facilitate the development of primary care-led ACOs,
we would like to point out that for many of those whose primary diagnosis Is either a
serfous and persistent mental lliness or a substance use disorder, they may be better
served In a behavioral healthcare-led speciaity ACO. The development of this kind of
new model would need to be supported by resources provided by dedicated financing.
There are a limited number of groups that have the capacity to take on the financial risk
inherent In an ACO model. The proposed Care Transformation and Innovation Center
could potentially develop ways to “backstop” performance risk at least for a transitional
period.

We also strongly support the development of the sobering center mentioned In the
draft plan. The Providence Center is one of several groups interested in collaborating on
a Providence-focused pilot, Efforts should be made to evaluate and learn from this pilot
to Inform the development of other efforts,

Once again, thank you for the work you and your staff have done to promote such a
thorough exploration of how we can work together to Improve the health of all Rhode
Islanders.

Sincerely,

e

Dale K. Klatzker, Ph,
President and CEO
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RE;: Comments on Final Draft of Rhode Istand State Health Care Innovation Plan

On behalf of Neighborhood Health Plan of Rhode Island we respectfully submit comments on
Rhode Island’s State Health Care Innovation Plan. We applaud the Lt. Governor and the State
Innovation Model (SIM) Wotkgroups for their efforts behind this ambitious and wide-ranging plan.
We offer the following comments for your consideration:

Innovations Grid (starting on Page 3)

Overall, the grid and the document would be strengthened with the addition of data to validate the
many assumptions ia the document.

« Include data to substantiate the health care challenges listed on the grid.

« TProvide the teferences associated with the best practices listed under Innovation/Activity/

Intervention,

e Target performance — when possible include quantifiable objectives as a patt of the outcomes
measutrement.

Prioritization

The document is broad and includes many laudable goals and ideas. However, the focus on
accomplishing these goals could be improved by piotitizing a smaller number of initiatives and
adding a calendar for sequencing when these efforts will be accomplished. To help with the
priofitization we suggest:

1. Payment and Delivety Innovations and Tools

e Focus on affordability by using the Affordability Standards set by the Office of the Health
Insurance Commissioner’s (OHIC). Similar standards are now required by Medicaid
managed care as well. The progress made by the OHIC is important to build upon and to
implement fully and successfully, which will likely encompass many of the initiatives listed in
the Payment and Delivery section.

+ Develop state-based standards for EMR adoption with the goal of moving over time to a
single, interoperable EMR platform across all providers. Rhode Tsland can capitalize on its
geographic advantage and defined provider community to establish 2 single EMR that will
yield true integration and remove fragmentation across health care delivery settings.

+ Create an Advisory Board for the Rhode Island Care Transformation and Innovation Center
comptised of providers, all payers, consumers, businesses and academic institutions —
Neighborhood would be pleased to fully participate on the Boatd.

+ Expand Community Health Teams (CHT) — we strongly encourage creating a CHT model
that is flexible and allows for full alignment with primary care. As written in the draft SHIP,
the CHTs sit outside of primary cate and have the potential to create fragmentation when
integration needs to be promoted. We would like to see CHTs embedded in PCMHs instead
of establishing independent organizations as implied in the plan.

Neighborhood Health Plan of Rhode Tstand
299 Promenade Street « Providence, R1 02908 » Tcl. 401-459-6000 - 1-800-963-1001 v Fax 401-459-6175



Neighborhood Health Plan of RI
Comments on Final Draft of SHIP
Page 2 of 3

o Provider Directory —a unified provider directory is a significant undertaking and
administratively burdensome task tequiting ongoing maintenance. We tecommend temoving
this from the list or making it a low priority.

2. Workforce Development

e  We recommend consideration of more specific goals in the area of promoting a strong
ptimaty cate workforce. There should be more active involvement and alignment of the
schools of higher learning in the state. CCRI, URI and Brown should provide ample
opportunities to create the primaty care workforce of the future. There have been
discussions about URI developing a medical school. If the state plans to further explore
forming 2 medical school based in URI, one guiding principle linked to funding is to make
URI our state’s main primaty care training center.

«  We suppott the development of more primary care residency programs in PCMH
sites. However, residency slots may be closely controlled by a national body and no
institation is atflowed to add posidons. If this is the case, SIM can be an impetus in
addressing this particular constraint.

e« We tecommend that training of teamwork skills required to support and maintain PCMIIs
be included in the teaching curriculum for all providets (physicians, nurses, PAs, NPs, and
BH providers).

» We suggest shifting the focus of behaviotal innovations from co-location to true integration
of primary and behavioral health care. PCMHs should be managing toutine behavioral
health issues such as depression and anxiety using an integrated care team comprised of
pritnary care, behavioral health and catre cootdinators.

3. Behavioral Health
«  We believe that one of the most urgently needed “innovation priotities™ is forming a

statewide coordinated multi-provider/stakeholder initiative to prevent and treat addictions
to medications such as opiates/benzodiazepines. There are indications that substance use
disorder is a significant source of mothidity and mortality in the state. These addictions add
to the disease burden in the state and ate a key cause of resource drain on many patts of the
health care, mental health, social setvices, and correctional systemns. Addictions can drive ED
visits, hospitalizations, and inappropriate use of a range of health care resources.

4. Patient Fngagement

o Consider developing a goal specific to stimulate health care consumer engagement. RI
has the potential to dramatically change the way health care is delivered and the mannet
consumets receive care as well as managing their own health. Specifically, the plan should
call for the creation of a consumer assistance group charged with the implementation across
the health care delivery system of best practices to further health literacy, informed decision-
making and patient empowerment. RI has the opportunity to help transform health care
consumers into savvy and informed putchasers of services, a critical step to ensuting overall
innovation.

) Neighborhood Health Plan of Rhode 1sland ‘
299 Promenade Street + Providence, RI 02908 + Tel 401-459-6000 + 1-300-963-1001 « Fax 401-439-6175



Neighborhood Health Plan of RI
Comments on Final Draft of SHIP
Page 3 of 3

5. Population Health/Health Dispari cial Determinants of Health Innovations
+  We strongly encourage a requirement to collect tace and ethnicity data in all sectors of RI’s
health care system: state employees, Medicaid, HSRI, employers/commercial insurance.
Currently, the availability and quality of this information is poor, making it difficult to cteate
actionable interventions to improve the quality of care and service for racial and ethnic
minorities.

We appreciate the oppottunity to review and comtnent on the draft Innovation Plan and look
forward to being a patt of the ongoing collaboration to improve our health care system.

Sincerely,

%)/HM/\ Q’/
Beth Ann Marootian, MPH
Director, Business Development

Neighborhood Healtk Plan of Rhode Island299 Promenade Street
« Providence, RE02908 « Tel. 401-458-6000 » 1-§00-963-1001. + Fax 401-459-6175
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November 26, 2013

Daniel Meuse

Deputy Chief of Staff

Office of Lieutenant Governor
State House Room 116
Providence, RI 02903

ATTN: Public Comments
shipcomments@ltgov.state.ri.us

Commients on the State Innovation Health Plan Proposal
from the
Rhode Island Psychological Association
and the
Coalition of Mental Health Professionals of Rhode Island

Dear Mr. Meuse:

I am writing to provide comments on the State Health Care Innovation Plan Proposal
on behalf of the Rhode Island Psychological Association and the Coalition of Mental
Health Professionals of Rhode Island.

[ would like to thank Lieutenant Governor Roberts, your staff and you for the extensive
and diligent work you have put into developing this proposal. We also appreciate the
tme and effort that everyone who is participating in this process is giving.
Transforming Rhode Island’s health care services to address the “triple aim” of
accessible quality care at lower costs is truly daunting, We hope everyone respects how
important this process is for the future of Rhode Island and all Rhode Islanders.

It is essential that we recognize that this proposal does not address all the details and
auances that need to be articulated to successfully implement the concepts proposed in
the plan. We hope that everyone reading this recognizes and accepts that everything in
this plan requires refinement and assessment before it can be functionally implemented.

There are a number of major issues we would like to address:
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1. We have a number of concerns regarding how the behavioral health, mental health
and substance abuse needs of consumers can best be met.

At any time 25-28% of people have a diagnosable mental illness (including substance
abuse).i Yet, most people with mental illness and substance abuse problems don’t get
help.ii Most of the people who get help get it from their primary care doctors, but that is
not always the best way to serve them, in part because primary care doctors do not have
specialized mental health training. We are looking for ways fo bring the science of
behavior change to healthcare to help people develop and maintain healthier lifestyles
and to help those with physical illness, mental illness and substance abuse problems
address their problems more effectively. We also recognize that the cost of health
problems to employers is estimated to be three times as great for 1ost productivity,
absenteeism and turnover than the cost of treatment itself.ii

There is ample research showing that providing appropriate mental health care can
reduce patients’ medical costs and that integrating behavioral health care with medical
care also reduces costs, while improving quality. Chiles, Lambert and Hatch (2006)¥
reported an average of 20% savings from implementing psychological interventions.
Crane et al (2008 reported reductions in services from 38% to 78% for “high utilizers.”
The American Hospital Association (2012)vi, Melek (2012)v, Toeppke (2007)v# and
Knapp (2013)ix, provide summaries and reviews of the cost savings potential of
coordinating mental health services and primary care.

We recognize that studies are showing that the prevalence of mental illness in Rhode
Island his higher than in other states.x The incidence of suicide attempts is higher than
the national average while the rate of successful suicides is lower than in other statess.
It also appears that more Rhode Islanders get treatment than do people in other parts of
the county. Yet there are also estimates that more people are hospitalized for mental
health reasons than is necessary and that some people are getting their mental health
care thorough emergency departments because they lack access to other entry points of
entry for care. Thus while it is good that more people are able to access care in Rhode
Island than elsewhere, not everyone is getting access to the care they need nor are they
necessarily getting the most appropriate care.

Throughout the literature on integrated and collaborative care, patient behavior and
their mental health and substance abuse issues are recognized to be significant factors in
their ability to access and participate in care. There is a “Rising Risk” population that
has one or two chronic conditions, It is important to recognize that many patients with
mental health issues also have physical co-morbidities. Expanding the opportunities for
patients in this category to receive health and behavior services could be the difference
between whether they remain at this level or rise to the high risk category (and thus
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become even more expensive to treat). Psychologists are the leaders in health and
behavior assessment and intervention services.

While the plan recognizes the importance of behavioral health interventions and that
there is a role for behavioral health clinicians in PCMHs, it is not clear what that role
should be and how such a role will be filled. The co-locations strategies described on
page 61 under the heading “Behavioral Health Tnnovations” are incomplete. They do
not account for the wide range of needs of patients for behavioral health, mental health
and substance abuse services. It is essential that the plan further clarify how these needs
will be addressed with the PCMH structure. It is important to consider what services
can be provided by the PCMH itself and what services will be need to be accessible
elsewhere. PCMH’s will encounter behavioral health needs from common low-level
issues to severe mental illness and low frequency issues. It is important to recognize
that no physician or behavioral health clinician in a PCMH will be capable of
addressing all the needs that will present in the office. We are willing and eager to
work with the State on the appropriate inclusion of behavioral health care in PCMHs.

There are several issues and barriers that we identify that need to be addressed to
provide proper behavioral health, mental health and substance abuse services to
consumers, and to enable behavioral health clinicians to make the transition to
healthcare reform. :

A. Stigma around and discrimination against people with behavioral health
issues, mental illness and substance continues. We must work to reduce this stigma and
promote the ability of people who suffer from these issues to obtain the help they need
for them. We must work to ensure that the Mental Health Parity and Addiction Equity
Act of 2008 is faithfully implemented throughout the state.

B. Behavioral health clinicians are not included in information technology
funding. That is now creating a barrier in our ability to work with physicians and
hospitals, and that undermines efforts to communicate and coordinate care. Behavioral
health clinicians will experience barriers to participating in EMR, Current Care and
other communication mechanisms. Senator Rob Portman has just introduced the
Behavioral Health IT Coordination Act of 2013, S. 1685, it would cover clindcal
psychologists in public and private psychiatric hospitals, community mental health
centers, and residential or outpatient mental health or substance abuse treatment
facilities. Tt would be helpful for Healthy Rhode Island to support this bill. If a federal
solution is not promptly forthcoming the Rhode Island Care Transformation and
Innovation Center (RICTIC) could provide funding and technical support to Rhode
Island’s psychologists and other professionals who are excluded from HITECH.
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C. The current CPT codes are not transforming with the goals of healthcare
reform, The codes do not account for the communications and quality assessment
activities in which behavioral clinicians will need to engage to participate in
coordinating and assessing the efficacy of their care, For instance there are no codes that
account for the time clinicians spend communicating with other healthcare
professionals either in direct communications or via the exchange of secure
communications (nor for the infrastructure costs of this as well). We are also not
included in codes that provide for transitional care management services. However,
these services are currently captured by CPT codes that are considered evaluation and
management services; as such most third party payers will not reimburse psychologists
for these services. It would be helpful for the SHIP to encourage and support the
development of strategies to reimburse professionals for services that are needed to
make healthcare reform work but that are not included in the current procedure codes.
The work that psychologists do in providing care coordination and transitional care
management services for their patients must be recognized and reimbursed
appropriately.

D. Psychologists are excluded from the Medicare definition of Physiciar.
Including psychologists in the definition would allow psychologists to be treated like all
other non-physician providers already included in the Medicare physician definition,
thereby ending unnecessary physician supervision without increasing Medicare costs.
There is a bill on Congress to that effect now. (H.R. 794 sponsored by Sen. Sherrod
Brown and Rep. Jan Schakowsky). It would be helpful for HeathlyRI to support this
legislation.

E. The ownership and decision making structures of PCMHs and ACO-like
organizations are unclear. It is important that rules ensure that the needs of patients are
addressed and respected. It is also important rules protect the professional integrity and
independence of all professions providing service in the system. The “Medical
Neighborhood” concept must be designed and utilized in a way that allows behavioral
healthcare professionals to practice independently and collaborate with other healthcare
professionals.

F. There are barriers to health service providers coordinating and collaborating in
business arrangements that may interfere with the achievement of the triple aim. We
have already alleviated one such barrier: we have revised the Professional Service
Corporations statue (RIGL7-5.1-2 and 7-5.1) to allow professional service entities to be
owned by wider range of healthcare professions. However, the federal antitrust laws
may continue to serve as a barrier to some efforts to collaborate and cooperate without
the forming large corporate entities that might create to a more competitive business
environment in healthcare, These barriers should be monitored and addressed if it is the
interest of the people of Rhode Island to do so.
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G. Tt is essential that in planning the transition to coordinated care that we
consider what services and policies will lead to the desired outcomes of a healthier and
more productive community who has access to quality care and appropriate costs. That
will require redistribution of resources. While some services will be appropriately
curtailed or reduced, some should be enhanced and expanded. It is clear to us that to
achieve the population health goals of healthcare reform that behavioral health, mental
health and substance abuse services should actually be expanded and enhanced, and
that this investment will lead to reductions in medical costs, and a healthier and more
productive populace. For a generation Rhode Island has lacked/has had a great
shortage of intermediate level services for mental health, behavioral health and
substance abuse. Healthcare reform provides an opportunity to assess the entire system
and to redirect resources where they will be most beneficial.

5 In the effort to use “accountable payment models based on the concepts of
Accountable Care Organizations (“ACO”) (pg. 38) we are concerned that caution be
used to ensure that there remain opportunities for a diverse and competitive
marketplace for healthcare services. We are very concerned that this approach could
lead to the conglomeration of healthcare services under the banners of very few service
providing entities. If that happens diversity and innovation could suffer, and the
oligopoly that results would undermine future efforts to provide accessible quality
services at appropriate costs. We are concerned that we are at risk for problems similar
to what we have experienced with the limited number of health insurance companies
over the past 20 years where we do not have enough competition from the vendors to
enable the competitive environment.

We would like the proposal to enable and encourage less centralized entities to
participate in providing coordinated healthcare services in a collaborative fashion
without having to form unified corporate structures, and to ensure that new services
providers have a way to enter the market, The state can help smaller entities to address
barriers to such collaborations.

3. The plan relies heavily on the assumption that the current funding mechanism of fee-
for-service-payments does not encourage efficiency in spending, and that such
efficiency can be addressed by transferring risk to health service providers. It is
important that we fully consider the implications of transferting control of financial
resources and risk to service providers. It is important that plans be structured in ways
that incentivize behaviors that are desired, and that do not crate unintended
consequences or inappropriate secondary gains. We must recognize that if this plan is
implemented along the proposed structure that while nearly all healthcare service
providers and funding sources are well-meaning and honest, not all are and that some
will take advantage of whatever there is to be taken advantage of just as they have done
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in the fee-for-service system. Control of financial resources and the assumption of risk
created these dynamics in the insurance, banking and investment industties, and it is at
risk to occur in healthcare,

4. The plan focuses entirely on one financial strategy: “Rhode Island is committed to
supporting the transition from the current fee for service health care environment to a
system in which providers are accountable for the health of the attributed patient
population. The state will encourage payment models supported by CMS including
pay for performance, bundled payments, and shared savings programs as steps to reach
full shared financial responsibility” (pg 38). The plan accepts the assumptions that there
will be a multi-payer system and CMS assumption that it is desirable to pass risk to
providers. The private insurance companies usurp significant amounts of the money
spent by purchasers (government and private) for administration and profit. The
Affordable Care Act has set a basic limit on how much they can take for their own
purposes. The plan does not address how funding sources could achieve greater
efficiencies and reduce their costs. The plan does not address the way medical
equipment and pharmaceuticals are purchased. Equipment and pharmaceuticals are
much more expensive in the United States than they are elsewhere, and there is no
mechanism for determining appropriate prices for them as there is for medical services.
The plan also not address where funds are expended in wasteful or other ineffective
ways. '

5. It is important to recognize that the small business and self-purchase insurance
policies being offered by HealthSourceRI are largely high deductible high co-pay
policies. Mental health professionals know that these plans create significant barriers to
engaging and participating in assessment and treatment for many people covered by
these plans. Some consumers will decline to come for services recognizing they cannot
pay the amounts for the deductible and co-pay. Some consumers have accurately
calculated that they could participate in weekly mental health treatment through their
policy year and never meet their deductible. As such they effectively have no mental
health benefit at all. Likewise, high copays also lead people to avoid participating in
treatment.

Health plan benefit rules can create even more barriers. Sometimes plans do not allow
patients to be seen for multiple services by different providers on the same day (i.e. they
could not see their psychiatrist for their psychopharmacology and their psychotherapist
on the same day.) Some plans require their insured to pay multiple copays even when
the patient is seen by their primary care physician and the on-site behavioral health
clinician in the PCMH the same day. We ask that the plan address and remedy these
issues.
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6. We have concerns that the goals of achieving population health objectives while
preserving patient choice may not be entirely compatible. The best opportunity to
achieve this would to appear to be if the system is comprehensively inclusive of all
consumers, service providers and funding sources as occurs in many countries with
national health plans. We recognize that most consumers indicate that they want to
preserve their ability to choose their healthcare providers. It is reasonable to view this
as part of a consumer’s responsibility for their own healthcare. Most people would have
difficulty comprehending how if they are told on one hand that they are responsible for
their healthcare choices that they must follow the dictates of a plan or healthcare
professional regarding where they get services, and the services they receive.

However at this time the insurance companies are in the process of developing and
implementing more restrictive networks than Rhode Islanders have experienced in
recent years. The merits of this tactic versus the merits of consumer choice are not being
openly addressed in a manner that will help consumers to realistically understand the
implications of the issue so that they can make informed decisions. Healthy Rhode
Island needs to address this issue with the public at large.

7. Tt is important that state law and regulations be monitored and updated as necessary
to address the changes in insurance and service delivery that are occurring. Beyond
revising exiting laws and regulations, the implementation of Community Health Teams
and case management will require that there be consideration of credentialing
requirements (possibly a license) and legislation and regulation to define the Team
members’ scope of practice.

8. We are concerned that the actuarial data that has been presented in the recent
meetings about the plan does not include sufficient information for the community to
accurately assess and interpret that data. The full data, and Milliman’s methodology
needs to be shared promptly. The information presented is different from what we
would have expected: that the rate of spending on mental health and substance abuse
has been declining in proportion to overall health care spendingxii and that it has stayed
the same as fraction of Gross Domestic Product while overall health care costs have
risen steeply*iLGovernment and private mental health and substance abuse
reimbursement rates have not kept pace with the overall healthcare spending and the
cost of living. In many cases they have declined while the costs of providing services
continue to rise. Current reimbursement rates put the future of quality behavioral
healthcare services in peril.

What is. blatantly clear to us is that in light of all of the data showing how important
behavior, mental health and substance abuse are towards the overall health of the
population, and the healthcare costs that these issues create that not nearly enough
resources are being allocated to address the behavioral, health, mental health ans
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substance abuse needs of the community. A truly innovative healthcare system will
allocate the resources necessary to address these issues and ensure that mental health
and substance abuse are truly addressed with parity.

9, Tt is important that in the process of healthcare reform that information be provided
to consumers that help them to understand and make informed judgments about their
insurance coverage, lifestyle choices and medical care. This should include information
that helps consumers understand the covered benefits, limitations and exclusions of
their plans and how those factors impact upon their premiums, deductibles and copays.

10. The process of healthcare reform is truly complex. It is important that Healthy
Rhode Island reach out to all stakeholder constituencies and make the process as
inclusive and transparent as possible. We appreciate that the plan emphasizes the need
to include all provider types, including behavioral health.

Thank you for considering our concerns. In our comments we have addressed a
number of issues that will require ongoing exploration and discussion. We are eager to
participate in this effort in the service of achieving the triple aim. The Rhode Island
Psychological Association and the Coalition of Mental Health Professionals of Rhode
Island look forward to continuing to work with you in this effort.

‘ Sincerely,

it M Qﬁjﬂwt«féwm )
Peter M. Oppenheimer, Ph.D.
Clinical Psychologist

President-Elect
Rhode Island Psychological Association

Chair
Coalition of Mental Health
Professionals of Rhode Island
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November 26, 2013

The Hon. Elizabeth Roberts

Lt. Governor, State of Rhode Isiand
State House Room 116

Providence, R1 02903

ATTN: Public Comments

Re: Draft State Healthcare Innovation Plan
Dear Lt. Governor Roberts:

On behalf of Rhode Island Quality Institute, I am pleased to submit comments on the draft State
Tealthcare Innovation Plan that was released for public comment on November 6, 2013. We applaud
the efforts of your office to develop this roadmap for the state and believe that its creation represents
an important step toward a transformed healthcare system that is coordinated, value-based, and
sustainable. In particular, we strongly support the State’s pursuit of the goal to transition at least 80%
of covered lives into value-based care arrangements within 5 years and believe that this goal is the key
driver for health system transformation. We recommend that the State prioritize this goal and the
strategies needed to achieve this goal above all other items included in the plan. We also recommend
that the Staie provide a clearer roadmap for how it intends to achieve the 80% goal. To make the State
Healthcare Innovation Plan more actionable and to establish a path to success, we encourage the State
to more explicitly connect the 80% goal to the strategies included in the plan, more specifically define
the relevant strategies, and more clearly explain how the State will implement the strategies. In
particular, we respectfully suggest the following changes to the SHIP:

1. Establish clearly defined goals and objectives for the Stakeholder Coalition that will develop
accountable care strategies and structure, and provide regulatory or other authority to empower
the convener to hold the coalition accountable to the goals and objectives. The work of the
Rhode Island Chronic Care Sustainability Initiative (CSI-RI) over the past five years
demonstrates that a coalition-led initiative can achieve important and impressive outcomes, but
in the absence of cleatly defined goals and objectives, it may take substantial time for the
coalition to achieve those outcomes and spread accountable care to a large proportion of the
state’s population. To achieve its goal to transition at least 80% of covered lives into value-
based care arrangements, the State must take a more deliberate approach than would be
observed under an organic process.

2. Adopt stronger language related to the use of value-based purchasing options by the State as a
payer, and establish clearly defined goals for the proportion of State and municipal employees
and Medicaid beneficiaries who will be in value-based arrangements. The State needs to
demonstrate leadership in driving adoption of value-based purchasing and should take full
advantage of its vast purchasing power toward achievement of the goal to have 80% of covered
lives in value-based care arrangements.
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3. Establish clearly defined goals and objectives for expansion of PCMH and ACO models to
additional providers, invest in the infrastructure needed for continued expansion of the models,
encourage local testing and refinement of the models, and promote the establishment of new
PCMH and ACO initiatives, As demonstrated by CSI-RI, PCMH and ACO initiatives require
substantial project management and infrastructure, particularly when they are executed on a
large scale, The State should ensure that appropriate resources are available to effectively
support these initiatives. It should also be recognized that, while many of us believe that the
PCMH and ACO models improve care, there is limited evidence to support either model.
Further testing and modification of the PCMH and ACO models may be necessary to achieve
the Triple Aim, particularly for populations with special care needs, such as people with
serious and persistent mental illness, home-bound elders, and people with developmental
disabilities. In addition, the State should make a strong investment through the Rhode Island
Transformation and Innovation Center or other entity to build and successfully execute a large-
scale quality improvement infrastructure that can effectively help PCMH and ACO initiatives
achieve their goals, potentially using Rhode Tsland’s successful ICU Collaborative as a
prototype.

4, Prioritize the creation of a centralized data aggregation entity, and align the aggregation entity
with the Rhode Island Care Transformation and Innovation Center. Easy access to timely and
reliable data and the ability to act on that data are both critical to the transformation to a value-
based health system. At present, providers, payers, and other stakeholders have insufficient
access to data to meet their needs, and they often struggle to use the data that is available to
improve care. Addressing both of these challenges will be necessary for Rhode Island to
successfully transform to new payment models.

5. Invest in incentive-based programs and use regulatory power (where appropriate) to achieve
widespread adoption of health information technology (HIT). We believe that increased
adoption of HIT is critical to the success of Rhode Island’s efforts to promote value-based
purchasing arrangements. Over the past 10 years, Rhode Island Quality Institute has worked
with a broad base of partners to support adoption of HIT and encourage use of CurrentCare,
but we believe a stronger approach that leverages both incentives and regulatory power wiil
result in more rapid adoption of HIT and better position the state for successful fransition to a
value-based system.

Thank you for the opportunity to participate in the planning process and to review the draft plan. We
appreciate your consideration of our comments. Please do not hesitate to contact me at
ladams@riqi.org if you have any questions.

Sincerely yours,

¢ SQM*‘/ /A

Lauara Adams
President & CEQ
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Fwd: State Health innovation Plan

Jason Rafferty <Jason_Rafferty@maEl.baward.edu> | Tue, Nov 26, 2013 at 2:02 PM
To: shipcomments@ltgov.state.ri.us

Re: State Health Innovation Plan”

As a pediatrician and child psychiatrist, | am concerned that the draft State Health Innovation
Plan's gives very limited attention to children, families, prevention, and public health. The most
cost effective measures to reducing morbidity and promoting well being state-wide is to focus on
children and social determinants of health. Disease, illness and injury always occurs within the
context of one's family, neighborhood, and state politics. Social determinants including poverty,
unequal access to preventative care, lack of education, stigma and racism play an important
influential role in the equity and health of our citizens. Almost 35 % of urban high school
students in RI drop out before graduation, which does not fare well for the future health of our
state. Second, healthy development is also adversely influenced by young children’s exposure to
extremely stressful cenditions, such as recurrent abuse, chronic neglect, caregiver mental illness
or substance abuse, and/or violence or repeated conflict. Toxic stress, or prolonged activation
of our internal stress response systems, can disrupt brain development increasing the risk for
stress-related disease and cognitive impairment well into the adult years. However, research
shows that, even under stressful conditions, supportive, responsive relationships with caring
adults as early in life as possible can prevent or reverse the damaging effects of toxic stress
response. Therefore, our state health plan needs to incorporate a stronger focus on expanding
pediatric medical homes to all children, providing accessible and high quality mental health
services to both children and their parents, and supporting our social systems (schools, early
childhood education centers, neighborhoods and communities) to ultimately promote
developmental and behavioral health.

Jason Rafferty, MD/MPH

Jason R. Rafferfy

Triple Board Resident, Brown University

Pediatrics | General Psychiatry | Child & Adolescent Psychiatry
Jason_Rafferty@mail.harvard.edu | Jason_Rafferty@brown.edu

This document may contain information that is privileged and confidential. Please do not forward this e-maif
without my permission.

Jason R. Rafferty

Triple Board Resident, Brown University

Pediatrics | General Psychiatry { Child & Adolescent Psychiatry
Jason_Rafferty@mail. harvard.edu | Jason_Rafferty@brown.edu

This document may contain information that is privileged and confidential. Please do not forward this e-mail
without my permission.






Drug and Alcohal Treatment
Assoclatlon of Rhode Island
Rapresenting Trestment andPreventlon Providers

November 28, 2013

To whom it may concern,

The Drug and Alcohol Treatment Association of Rhode Island represents over 25 agencies
which provide Substance Abuse and Behavioral Health treatment services In the state of Rhode

island. :

In the process of a review of the draft of Rhode Island’s State Healthcare Innovation Plan it has
come to our atention that there was no mention made of the comprehensive SA treatment
network that exists in this staie. : .

On any given day 4,000-5,000 individuals are receiving SA freatment services. The majority of
which is not provided at a mental health center.

The introduction mentions that the plan does provide a review of the current heaith care system.
We fael that addiction treatment is in fact a significant part of the health care system and to omit
this critical component renders this plan incomplete and inaccurate. Most of our member
agencies are providing proven evidenced based treatment services with excellent patient
outcomes.

in addition our concerns are the following:

- Although behavioral health is referenced throughout the document, it is unclear as to its
definition. More oftan than not, community mental health centers are referenced and discussed,
vet the substance abuse treatment network is not detailed or even mentioned, if hehavioral
health is included, it is not clearly articulated within the plan which leads the reader to make
unsubstantiated assumpiions.

-Substance abuse refers to a set of related conditions associated with the consumption of mind
- and-behavior-altering substances that have negative behavioral and health oufcomes. in
addition to significant negative primary health implications, substance abuse has been a flash-
point in the criminal justice system and a major focal point in addressing public health issues.

-As it is true with any mental-health diagnosis, there is no one test that definitively indicates that
someone has chemical abuse or addiction. Therefore a comprehensive medical, family and
mental health assessment must be completed by practitioners and individuals specifically
educated and credentialed in the field of addictions. The community health teams as defined in
the document make no mention of licensed or credentialed workers in the fisld of addictions.
Also, while recovery coaches are mentioned, they are only cne member of the muitidisciplinary
team required to support and meet the needs of the patient.
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- The document references an analysis conducted by Milliman revealing diagnosis information
across all payers (Commercial, Medicaid and Medicare). This analysis does not include
addictive disorders. To this end, it is important to also recognize that Rhode Island ranks 13
with the highest overdose mortality rate in the United States;

- In recent years, the impact of substance and alcohol abuse has been notable across several
areas including adolescent abuse of prescription medications and Substance Abuse issues With
mititary members, velerans and their families. In addition, as the federal government
implements health care reform legislation, attention will focus on the provision of services for
substance abuse and mental health iliness, including new opportunities as a result of the new
Parity regulations. Access to and coverage of addiction treatment and prevention services will
undoubtedly increase. :

- Rhode Island has nationally recognized experts in the field of Chemical Dependency and
Addiction located at Brown University's Center for Alcohol and Addiction Studies, the University
of Rhode Island and R.l College Department of Psychology. We also have individuals involved
with the following professional associations: Amarican Academy of Addiction Psychiatry,
American Sociely of Addiction Medicine and the international Nurses Society on Addictions. To

our knowledge, no individuals from these organizations or groups were involved in the actual
" development of this docurnent.

In Summary, we are requesting representation from the substance abuse provider community
and the opportunity to provide input as referenced on page 61 of the pian. We are confident that
with the inclusion of specific addiction disorder information, data and services the plan will more
accurately reflect the current status of the behavioral heaithcare field. It will also provide a
healthier and mare promising roadmap for the future for all Rhode Islanders.

Sincerely,

Je] S —

David Spencer, MBA, MPA
Executive Director
Drug and Alcohol Treatment Association of Rhode lsland
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providence, Rhode island 02908
Facsimile: 401-274-1789

935 Promanade Streat i Suite 455
Telephone: 401-274-177 1

November 26, 2013

Office of Lt. Governor
State House Room 116
Providence, R1 02903
ATTN: Public Comments

Dear Lt. Governor Roberts,

[ am writing today on behalf of the Rhode Island Health Center Association (RIBCA}
to thank you and your office for managing the Healthy Rhode Island initiative, and to
offer comments on the draft State Healthcare Innovation Plan (SHIP). As you know,
there are many exciting programs, projects and initiatives in Rhode Island that seek
to improve the health of Rhode Islanders. Your leadership has been crucial to the
statewide efforts to implement health reform in Rhode Island, and to move forward
many important conversations regarding healthcare in Rhode island.

RIHCA represents Rhode [sland’s nine community health centers, which include
eight federally qualified health centers (FQHCs) and one island-based health center,
with twenty-nine locations throughout the state. In addition, one community
menta) health organization, the Providence Center, is an associate member of

RIHCA.

In Rhode Island, where there are no state or county operated health departments
with primary care services, the community health centers serve as the de facto
public health primary care delivery system for the state. Unfortunately, the
language in the draft SHIP does not fully reflect the role of the community health
centers in Rhode Island, and some of the data is outdated or incorrect. We hope that
you will consider using some of the information provided here to describe the
community health centers in the final draft of the SHIP,

In 2012, Rhode Island’s FQHCs saw 134,905 patients; over 13% of Rhode Islanders
get their primary medical, behavioral health and dental care at a community health
center. Nearly half of FQHC patients are publicly insured (40% Medicaid; 7%
Medicare); 32% of patients are uninsured and 19% of patients are privately insured.
Complete 2012 data for Rhode Island’s FQHCs, including center by center reports,
can be found at http://bphc.hrsa.gov/uds /datacenter.aspx?q=d&state=RI#glist.

Rhode Island’s community health centers are on the forefront of innovations in the
delivery of high quality primary medical, dental and behavioral health care. 100%
of community health centers in Rhode island have adopted electronic medical
records. Seven FQHCs participate in CSI, and all eight are on the path to be
recognized by NCQA as patient-centered medical homes by the end of 2014. Of the
eight FQHCs, five are recognized by NCQA as level 3 patient centered medical

rihca.org
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homes, and two more have applications pending; many of these FQHCs operate
more than one location.

General comments

The SHIP properly notes that there are both many opportunities for change, as well
as much innovation that is currently underway in the Rhode Island health delivery
system. Itis an ambitious description and plan, in a state where we are ambitious,
and have a robust history of innovation. It appears that much of the plan is an
inventory of our current healthcare system and system innovations currently being
implemented or planned in the state. As we understand it, this iteration of the state
health innovation plan is intended as an end product of the substantial planning
process undertaken this past year. When the time to apply for future funding
approaches, we understand that the state intends to seek funding to implement
specific parts of this plan. That will be an important opportunity to further focus
efforts to drive statewide innovation.

As the state moves to the next level in this planning, there is a clear need to become
more focused. It is our hope that the state would take the opportunity to truly
innovate around the integration of behavioral health and primary medical care.
What follows are some brief over all comments on three areas of the SHIP which we
hope will be further strengthened in future iterations or applications for funding.

Behavioral healthecare

It is our hope that future innovation efforts seek strategies to drive the integration
of the behavioral healthcare and primary medical care systems. Integration, not co-
location, is the key to success here. Co-location is a possible first step, but describes
what is currently happening in some Rhode Island practices. Rhode Island is ready
to take the next steps, to pool the already available resources in the delivery system,
and figure out how to best distribute them in a highly functioning, integrated and
patient-centered way. This may result in more than one model based on varied
patient populations and needs.

The Role of Patients

The SHIP is a great opportunity to drive some truly patient-centered innovation.
The state should take every opportunity possible to engage patients in designing
and implementing innovations. The language in the draft SHIP could be
strengthened by spending more time discussing patients as active participants in
their health care, and could put the patients at the center of innovation and redesign
of the health care system. Some of the discussion in the SHIP around “patient
responsibility” seems that it might be focused on financial consequences if a patient
does not follow pravider recommendations for treatment. While financial
incentives are one way to drive reform of systems all around, a truly patient-
centered system would be developed around the needs of patients and involve
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patients in the design. This seems to echo some of the conversation around patient
“compliance” or “adherence” to prescribed medical treatments. See, e.g., Dr. Danielle
Ofri’s blog entry in the New York Times “Well” blog, “When the Patientis
Noncompliant,” Nov. 15, 2012. Patients’ lives are complicated, and decision making,
treatment decisions, and indeed system design all need to take into account patient
priorities, needs and values in order to put the patient at the center of the patient
centered medical home. Further involvement of patients in the design and
implementation will only strengthen the innovation we are able to accomplish.

Community Health Teams and Community Health Workers

Community health teams should be extensions of patient centered medical homes.
The teams might and should have satellite locations and be developed in close
collaboration with community organizations, but the connection to the primary care
home must be strong. Ifthese teams are organized outside the primary care home
there is a risk that the connections will be difficult to establish and maintain. In
addition, every primary care medical home has as part of its design certain
members of its team that serve as health navigators, nurse care managers, health
coaches or other types of links between the community and health care system. To
situate community health teams outside the medical home would resultin a
redundant, parallel system of health navigators, care managers, and patient
advocates. We should use resources to extend and complement current teams that
already exist inside medical homes, and to help them establish and maintain strong

ties with community organizations in their areas.

Community health workers are often valued members of patient centered medical
home teams, and function as valued team members inside and outside the medical
office. We should not require licensure for community health workers, and it is our
fervent hope that suggestions to the contrary be removed from the SHIP.
Community health workers serve as bridges between the healthcare system and the
community. They do not provide health care. Job-specific training and experience
requirements are best managed by employers, and do not require licensure.
Additionally, licensure would impede the flexibility required for these teams to be
successful even before community health teams have been fully defined or tested in

Rhode Island.

Thank you once again for the opportunity to comment on the draft SHIP. We look
forward to continuing to work with the state as we move forward on these and
other innovations in Rhode Island’s healthcare delivery system,

ely,

Jane A. Hayward
President and C
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Oan Meuse <dmensas@ligov.siateriuss

Healthcare Innovation Plan Comments

Rhode Island ACLU <riaclu@riaciu.org> Tue, Nov 26, 2013 at 9:26 AM
To: shipcomments@ltgov.state.ri.us

Dear Lt. Govemor Roberts:
At this time, the ACLU of Rl would like to offer two commenis on your office’s draft Healthcare innovation Plan.

1. On Page 58, the plan refers to potentially expanding the reach and use of the APCD. When Department of
Health regulations were being proposed on the implementation of the APCD, the ACLU raised a number of
privacy and confidentiality concerns and urged a number of amendments to the rules. While some changes were
made, the ACLU still has a number of concerns about the database’s inadequate protection of patient privacy.
We believe that if any efforts are made to expand the use of the database, it is critical that privacy issues be
reexamined and additional privacy safeguards be added, and that any plan recognize that need.

2. On Page 62, the draft plan supports requiring payers and employers to complete "Personal Heaith Risk
Assessments” in order "to help residents understand and address their fhealth] risks." The ACLU believes that
any attempt to mandate such assessments is unduly invasive and raises significant issues under state and
federal anti-discrimination laws. We recognize the value of these assessments, but we do not believe their
completion can be mandated without raising serious policy and legal concermns. We urge that this

recommendation be eliminated.

Thank you for your attention to our views.

Steven Brown

ACLU of Rhode Island

128 Dorrance St., Suite 220

Providence, Rl 02903

401 8317171 (p)

401 831-7175 (f)

www.riacliu.org

Join the ACLU: hitp:/fwww. riaciu.org/Getinvoived/Join. htmi



COMMENTS FROM AARP RHODE ISLAND -

By Deanna Casey, Associate Director, Advocacy
dcasey@aarp.org

SUBMITTED NOVEMBER 25, 2013

AARP recognizes that Rhode island’s plan is building on a system of managed care that it
has been developing for a number of years. The SIM proposal builds on reforming an existing
system that has been active for many years and it will rely on an expansion of what it is
currently doing.

Rhode Istand’s plan has the potential to work well for consumers and deliver more coordinated, less
costly care. Again, AARP congratulates the state for wanting to move in the right direction. However,
the issues are always found in the details and it is still early to comment specifically on details

that have not yet been well-developed. it's important to continue to stress some very important
principles that Rhode Island should maintain awareness of as they continue the design of these
programs.

The comments below are made at a high level and present some important themes in the
continued development of the SIM proposal:

Consumer Involvement

it is vitally important that there be organized and respected consumer involvement in the design
process and in the implementation phases of the SIM plan. The inclusion of an active consumer
advisory council is a good first step but in addition, we recommend that there be strong and active
consumer representation on most of the plan design committees.

Consumers should have access to active participation at all strategic meetings, not just at

their own advisory committee, The question of how any design decisions will impact consumers
should be an uppermost concern. AARP supports consumer involvement during the initial phases
of plan implementation and on key advisory committees during the operationat stages of the
implementation.

Continuity of Care and Individualized Plan of Care

Whether or not the plans end up instituting voluntary enrollment, AARP believes it is vital that
sufficient attention is directed to individuals who are transitioning into a new detivery system and/
or to a new primary care physician/new providers. If enrollment in a plan results in a change of
primary care physician, AARP urges a face-to-face assessment of the needs with the new participant.
Telephonic engagement could work for a young, healthy population, but for individuats with more
complex needs, health plans must get to know first-hand the needs of these individuals. If the state
wants to achieve the goal of better care with lower costs, it is essential that plans and providers
understand not only the health needs of plan participants, but also the functional and other adult
daily living needs.

AARP believes that plans need to engage not only with their new members, but also with the support
systems they have that can help achieve both individual and state plan goals. This means, at a

minimum, an initial face-to-face engagement with the individual and support system in developing a
plan of care for the heaith and well-being of the individual. This may not apply to all individuals, but

it should become engrained as standard procedure for assessing need, developing a plan and ensuring
involvement by stakeholders, such as family caregivers and others who can assist in implementing



the plan of care.

Monitoring Service Delivery and Care Transitions

AARP feels strongly that the plan, medical home, ACO or other entity have robust methods for
monitoring the health and well-being of all program participants. We recommend the development of
a determined plan on frequency of direct contact with the plan participant that should be included
in any plan of care. Often health plans know of a member’s hospitalization after it occurs. While

one cannot prevent every acute care need, we encourage developing a care system with a built-

in expectation that there is sufficient involvement with the plan participant for avoiding potentiat
acute care occurrences. Additionally, if a pltan participant is hospitalized, there must be clear
accountability on what entity will be responsible for an effective transition back to the home or to a
rehab facility. Care transitions need to be closely monitored and plans held accountable for ensuring
the best outcome for the consumer, This is clearly one area that needs to be monitored, measured,

rewarded or penalized for performance.

Data and Performance Benchmarks

Health plans and other coordinating entities are becoming increasingly familiar with increased
demands for data on both financiat and care benchmarks. AARP is very concerned that plans not

be given financial incentives to withhold care which has been done for many years in many states.
Data must be collected and benchmarks set to reward plans and other coordinating entities based on
health outcomes for the consumers they serve. AARP opposes any payment system that monetarity
rewards plans solely on a per member per month basis. That system inevitably leads to withholding
care and/or denials of legitimate claims. AARP urges the use of best practices methodologies that
reward plans for specific performance and to consider penalizing plans that do not meet accepted
performance standards. This can be approached in different ways, but plans should understand that
there are defined indicators that can reveal whether defined outcomes are being achieved.



To: Office of the Lt. Governor November 25, 2013
State House Room 116
Providence, RI1 02903
ATTN: Public Comments

{also emailed to shipcomments@ltgov.state.rius)

From: Al Kurose, M.D., FACP
President and CEQ, Coastal Medical

Re: Public Comment on the Draft State Health Innovation Plan

Introduction

I applaud the collaborative process that Healthy Rhode Island has used to prepare the State
Healthcare Innovation Plan (SHIP). Our small state is already a national leader in healthcare
reform. Coastal Medical is at the forefront of many of the initiatives underway here. A successful
State Innovation Model (SIM) application could be a powerful catalyst for healthcare delivery
system transformation that would benefit all Rhode Islanders.

Leadership:

Leadership will be a key success factor in the effort to accomplish delivery system transformation
and payment reform in Rhode Island. The call for a stakeholder coalition to develop accountable
care strategies and structures is a move in the right direction. The successful experience of CSI-

RI has demonstrated the value of bringing together payers, primary care practices, and employers
with OHIC as convener. However, a successful accountable care coalition will need to address
analytic, financial, and strategic complexities that go well beyond the challenge of Patient Centered
Medical Home Practice transformation. The proposed accountable care coalition will therefore
require more participation of stakeholders with knowledge and experience relevant to these
complexities. This will mean bringing in more business leaders with specialized expertise from
payer, provider, and employer organizations to work side by side with physician and administrative
leaders already active in collaborative healthcare leadership across the state.

Stakeholders

Inclusion of all types of providers should be the ultimate goal of the accountable care coalition.

However, | believe the work should begin first with primary care providers, hospitals, payers, and

employers. In this manner, the coalition could design and implement foundational constructs

without an overwhelming degree of complexity at the outset. The coalition could then add

different types of providers in waves, perhaps bringing in behavioral health providers and medical
‘ subspecialists as logical choices for the next group of participants.

Core Competencies:
All stakeholders in the process of delivery system transformation and payment reform should
acknowledge at the outset that competency in data collection and analysis with regard to clinical

quality, patient experience, and cost performance is crucial. Payers and providers of all types



will have to invest in human resources and technology. Some aspects of data collection and
analysis can be “centralized,” but the identification of opportunity in such data, and the design and
implementation of programs to improve care and reduce costs will be unique challenges for each
organization. Acquiring core competency in advanced data collection and analytics will be a “heavy
lift” for payers and providers alike. We should acknowledge this up front.

Statewide Data / . | Apalvtic Taal

There is an opportunity for state government to support and drive delivery system transformation
and payment reform through centralized reporting of clinical and financial data. However, I believe
the SHIP needs more clarity of focus about what this really means. Physician practices, hospitals,
and other providers engaged in accountable care will need detailed total cost of care reports and
utilization reports based on claims data by payer in as close to real time as possible. The provision
of such reporting in real time has not been part of past descriptions of the goals for the APCD.
Provider entities will also need clinical quality reports derived by analysis of a composite of claims-
based and EMR-generated data about both test results and services rendered to patients. This type
of reporting will require highly complex interactions amongst the reporting entity, each payer,

and a diverse spectrum of providers all with differing health IT sophistication and using different
EMR’s. Coastal’s experience to date in developing these capabilities internally suggests that a large
investment of time and money will be required to accomplish these competencies at a system level.

execute accountable care, nor does it speak to some of the challenges inherent in implementing
such aggregation. Issues relevant to aggregation of providers include:

» Performance measurement re: clinical quality, patient experience, and cost performance -
require large “sample sizes” of patients to be statistically valid.

+ Since cost performance in accountable care is likely to be measured and paid for by
each payer separately, it becomes even more difficult to aggregate a sufficient number
of providers to create a single-payer population of patients that is large enough to make
meaningful assessments of cost performance. Most experts estimate that a population of
at least 5,000 (and preferably 10,000) patients is needed to implement accountable care.
With 88 physicians, Coastal has an “original” Medicare population of about 10,000 patients.
These figures convey a sense of the number of physicians one needs to create a single-payer
population of sufficient size to implement accountable care.

« Aggregated providers must agree to “sink or swim together” regarding their performance
on clinical quality, patient experience, and cost. For such a construct to make any sense,
these aggregated providers need shared mechanisms for measurement and reporting, care
coordination, quality improvement, and implementation of new clinical initiatives.

« Even with centralized reporting from the state, providers will still need a significant shared
infrastructure to transform care and succeed under performance based payment models.



Conclusion

Significant leadership, consultative expertise, IT support, working capital, and performance
incentives will he minimum requirements to drive the aggregation of providers and the creation
of infrastructure needed to implement accountable care across Rhode Island. The Rhode Island
Transformation and Innovation Center could potentially meet many of these needs.

The notion of seeking out expertise in transforming the healthcare delivery system of an entire
state is somewhat problematic, because there is no clear precedent for meeting this challenge and
there is no such expertise for us to call upon. In Coastal’s work to transform healthcare delivery
and payment models, we have taken advantage of collaborative opportunities wherever we can
find them, we have studied the best practices of others and taken away pieces that work for us,
and we have shared best practices internally across our offices. At times, we have also simply
experimented with change based on our own intuition and experience, and worked by trial and
error to figure out how best to serve our patients. Perhaps similar processes might be useful in
execution of the SHIP.

A successful SIM application could bring a once-in-a-generation opportunity to transform
healthcare in Rhode Island. Coastal is eager to assist finalization of the SHiP in any way possible.

Respectfully submitted,
Al Kurose
11/25/13



Hasbro Children’s Hospital

The Pediatric Division of Rhode Island Hospital
A Lifespan Partner

The Honorable Elizabeth Roberts
Lieutenant Governor of Rhode Island
§2 Smith Street

Providence, RI (2903-1105

Dear Ms. Roberts:
It is with great concern that [ write about the SHIP draft.

The most glaring omission is the sparse discussion of children. It is astounding that the
document would neglect nearly 25% of Rhode island’s population. Children have
specific needs regarding health that differ greatly from adults and are not “little adults”
with little needs. Investment in children’s health has shown to have the most return,

My second concern and more specific is directed at Community Health Workers, page
34, item 12:

Despite the successful program at the Rhode Island Department of Health, in the
markelplace that is considering new forms of value-based care, the definition of
“Communily Health Worker” remains unclear. Furthermore, awareness of the
existence of this speclalty and function is low among providers,

This is not entirely true. There are certainly core agreed upon characteristics of
Community Health Workers (CHW). I see the benefits of CHW as director of Hasbro
Children’s Hospital Refugee Health Program and also Fostering Health Program
(children in foster care) of CHW. Is it cheaper to have CHW instruct these families in a
linguistically and culturally appropriate manner or have the children end up in the
emergency room? Both refugees and foster children are populations that have very
specific and potentially “expensive” health needs and difficulty accessing health care. In
fact, in one study involving 50% of our refugee CHW we documented over 300
encounters on behalf of patients over 1 year that involved access to health care and
preventative services/education by CHW. These were all uncompensated calls. Those of
us who work with high —risk, medically costly populations are very much aware of the
vaiue-based care the CHW provide. Currently, they perform their services without
compensation, which is not only unfair, it is not sustainable.

Thank you for considering more focus on health needs of our state’s children and
reconsidering your statement on CHW.

Director Refugee Health Program

Fostering Health Program

Hasbro Children’s Hospitat Primary Care
Associate Professor of Pediatrics (Clinical)
Alpert Medical School of Brown University

THE PRINCIPAL TEACHING HOSPITAL OF THE WARREN ALPERT MEDICAL SCHOOL OF BROWN UNIVERSITY

General Pediatrics &
Comtmunity Health

Potier Suile 200
593 Eddy Street
Providence, R1 02903

Patlent Appointments
Tel 401 444-3149
Fax 401 444-3870

Academic Office
Tel 401 444-8531
Fax 401 444-6220

Patrick M. Vivier, MD, PhD
Assoclate Professor of Pediatrics
Directer

Robert T. Burke, MD, MPH
Jennifer  Fiedman, MD, MPH, PhD
Natalla Golova, MD

Shuba Kamath, MD

Chandan N. Lakhkanl, MD

Carol Y. Lewls, MD

Sandra J. Musial, MD

Adam D, Pallant, MD, hb
Randal M. Rockney, MD

Dalma-Jean Watls, MP
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November 24, 2013

Office of the Lt. Governor
State House Rm 116

Providence, RI 02903
ATTN: Public Comments
Dear Lt. Governor Robetts:

Thank you for the opportunity to comment on the RI State Healthcare Innovation Plan.
As a practicing nurse practitioner and professor, 1 take the role and the value of the nurse
practitioner very seriously, as 1 know you do. At present, R still has significant barriets
to practice, primarily through the credentialing policies of the third party payers in RI,
Allowing NP’s to work to their full practice authority will greatly increase the access o
care to the 56,000 presently medically uninsured citizens, who will be newly credentialed
through the R Health Exchange.

Please find attached my comments to the Healthcare Innovation Plan document. [
appreciate your continued suppoit of nurse practitioner practice and look forward to
assisting you and your staff in putting forth a plan that will insure better access to cost-
effective health care for individuals and for populations in Rhode Island.

Please feel free to contact me with any questions or for further comment.

Sincerely,

Denise Coppa, PhD, RNP
Coordinator

Family Nurse Practitioner Program
President

Nurse Practitioner Alliance of Rl
deoppa@mail.uri.edu

The University of Rhode Island is an equal opportunily employer committed to the principles of affirmative action.



NURSE PRACTITIONER ALLIANCE OF RHODE ISLAND
224 Cole Dr.
N.Kingstown, RI 02852

RY'S STATE HEALTHCARE INNOVATION PLAN
COMMENTS

The Nurse Practitioner Alliance of Rl (NPARI) applauds the three aims of the
innovation plan as proposed in the Lt Governor’s November 6, 2013 draft. As
the professional representative group for the 819 licensed nurse practitioners
(NPs) in RI, NPARI agrees that: providing better health care for individuals and
populations while reducing per capita costs can serve as a model for changing the
health care system in Rl in a positive, more accountable and organized way. Itis
well documented that NP’s have demonstrated consistently delivered cost-effective,
high quality care in the United States since 1965 (AANP, 2013). It is estimated that
56,000 RI citizens who presently have no health insurance, will obtain insurance
under the Affordable Care Act (ACA), once the Health Source Rl is fully operational
(Kaiser Foundation, July, 2013}. Of that number, 38,000 will be added through the
Medicaid expansion. This dramatic increase in the number of patients needing
health care will place an undo burden on the health care system in RI, unless all
barriers to the utilization of licensed NP’s are removed. The primary barrier to
practice in Rl is the limitation placed on NP practice by the third party payers.

“Specific comments on care transformation and innovation center structure”

The alliance supports the creation of “Patient Centered Medical Homes” with the
unrestricted care provided by Nurse Practitioners. While the document being
reviewed does , “...encourage fair treatment of health care providers...” and the
to “...expand and improve the primary care infrastructure.,” (Rl State Health Care
Innovation Plan, 2013, p. 21), this cannot be accomplished without the inclusion of
all providers whose practice authority endorses their rights to function as primary
care providers. Certified nurse practitioners (CNP’'s) licensed to practice in RI, no
longer, by law, must practice under physician supervision (Nurse Practice Act,
2013), however credentialing agreements for third party payers doing business
in RI continue to require this relationship. By adopting provider neutral language
throughout this proposed plan, it helps to endorse the ability for NPs to work as
autonomous members of the health care team. In addition to the RI Nurse Practice
Act, the Patient Protection and Affordable Care Act prohibits discrimination by third
party payers of all health care providers. The following is a section from the PPACA:

New § 2706(a) of Public Health Service Act, created by § 1201 of Patient

> Protection and Affordable Care Act ("PPACA”)

> - “A group health plan and a health insurance issuer offering group or
individual

> health insurance coverage shall not discriminate with respect to participation



T> the plan or coverage against any health care provider who is acting within
the

> scope of that provider’s license or certification under applicable State law.
This section shall net require that a group health plan or health insurance
issuer

> contract with any health care provider willing to abide by the terms and
conditions '

> for participation established by the plan or issuer. Nothing in this section shall
be

> construed as preventing a group health plan, a health insurance issuer, or the
> Secretary from establishing varying reimbursement rates based on quality or
> performance measures.” 42 U.S.C. §300gg-5(a).

This mandate should be considered by the Lt. Governor's office before finalizing the
language of the “Healthcare Innovation Plan”.

“Targets for transition to value based care...”

Phasing in NP’s as primary care providers of record with patient panels over a 5
year period would set the standard so that all health care practices, both public
and private, could add another health care provider skilled in the diagnosis and
management of preventive, acute and chronic health care issues. Participation
in individual and group patient appointments to provide oversight of chronic
diseases, for instance, could serve as a viable model where value based patient
outcome measurement could be easily undertaken. NP's have also demonstrated
the abilities to assist in positive health care transitions while decreasing numbers
of emergency department visits and hospitalizations for clients in long term care
facilities (Newhouse, 2011; Robert Wood Johnson Foundation, 2012).

As noted by the Robert Wood Johnson Foundation (2012), heaith care to the
uninsured, isolated and medically vulnerable is grossly under recognized in this
country. This coupled with the fact that fewer than ever physicians enter primary
care residencies, points to the need that NP’s should be recognized as primary
health care providers, working to their full practice authority in Rl to make the
Healthcare Innovation Plan a success.

References submitted by request.

Respectfully submitted,
Weive Cpp—
Denise Coppa, PhD, RNP

President
Nurse Practitioner Alliance of Rl






Office of the Lt. Governor

State House Room 116

Providence, RI, 02903

ATTN: Public Comments

RE:_ Rhode Island’s State Healthcare Innovation Plan
November 251 2013

Dear Lt, Governor Roberts,

Thank you for the opportunity to comment on the State Healthcare Innovation Plan, It
is clear from this report that the professionals and stakeholders assembled for this project have
done a commendable job assembling information on all the various pieces that will make up a
more patient centered, effective health care system for Rhode Islanders.

The Rhode Island State Nurses Association, as the professional association representing
the nurses of RI is committed to continue to be active in the work of the committee and various
work groups, We are excited about the opportunity to positively affect the health of Rhode
Isiénders. Please find our comments which we are hopeful will be incorporated as the state
moves forward with this innovative plan.

+ The Workstream taskforce on Workforce and Practice Transformation
recommended tha; the term “physician extender” be eliminated. The term “health
care provider” would allow for each provider to work within the scope of practice
and education.

» Language around primary care physicians should be changed to reflect the
importance of advanced practice nurses in the provision of high quality primary

care, This is important in all areas but of particular importance in the medical

home model.



o The plan calis for growing the PCMH model, please ensure that nurse care
coordination is funded and incentivized.

+ Lastly, we would suggest, as other stakeholders and advocates have expressed,
that the plan include a robust aitention to addressing the social determinants of
health in order to focus on primary prevention.

Again, we thank you for this opportunity to participate in this exciting work.
Very best regards,
Chris Gadbois, MSN, RN-BC, CDDN, PHCNS-BC

President, Rhode Island State Nurses Association
150 Washington St, Providence, RI 02903



Healthcentric Advisors

Advancing Heaithoare Quality | Empowering People

November 22, 2013

Lieutenant Governor Elizabeth Roberts
State of Rhode Isiand

Attention: SHIP Public Comments
State House Room 116

Providence, R1 02903

Re: Public Comments/Recommendations on the Draft State Health Care Innovation Plan (SHIP)

Dear Lieutenant Governor:

On behalf of Healthcentric Advisors | am pleased to submit my organization’s public comments
and recommendations regarding the draft of the State Health Care Innovation Plan released on
November 6, 2013. The draft SHIP, as presented, is an excellent roadmap for how Rhode Island
needs to continue its transition to a high guality, high vaiue, performance-based and patient-
focused healthcare delivery system.

Our submission has a twofold purpose. First, it is our intention to provide meaningful and
objective commentary and contributions towards the final version of the SHIP. Secondly, we
wish to share additional information regarding other important healthcare reform efforts and
initiatives that were not referenced in the draft SHIP or would benefit from a more complete
description or explanation. in particular, the SHIP failed to fully describe the healthcare reform
efforts, initiatives and programs of Healthcentric Advisors in the areas of (1) Electronic Health
Record adoption and optimization; (2} physician practice transformation (i.e. PCMH/team-
hased care); {3) safe care transitions/readmissions reduction; and {4) HIT workforce job

training.

Assuming acceptance by the Centers for Medicare and Medicaid Services and funding of a
subsequent application by the State of Rhode Island, Healthcentric Advisors stands ready to
assist the State in the implementation of the final SHIP,




H John Keimig
Healthcentric Advisors
November 22, 2013
Page 2

We look forward to sharing our experience and subject matter expertise with the State of
Rhode Island in the following areas:

1. Project Management - we have over 18 years of experience' developing and deploying
complex healthcare quality improvement and patient safety initiatives, engagements
and programs. -

2. Serving as a Neutral Convener - we are viewed by healthcare stakeholders from all
settings as one of the State’s key neutral convener organizations for education,
technical assistance and policy development.

3, Contract Administration — we have received outstanding reviews for our administration
of over $53 million in federal and state contracts over the past 10 years.

4. Educational Expertise — we have solid corporate experience in providing meaningful and
effective education in collaboratives and large group environments as well as individual
provider hands-on technical assistance and guidance.

5. Physician and Ambulatory Practice Transformation Services — we have a long history in
Rhode Island providing physician practice transformation advisory services including the
full range of EHR implementation/optimization, PCMH and team care assistance.

6. Care Transitions/Readmissions Reduction Efforts — we are a nationally recognized
subject matter expert in this area.

7. Healthcare Quality Improvement knowledge — we have solid experience providing
quality improvement technical assistance in all settings, from outpatient to acute-care
to long-term care.

8. Patient Engagement Knowledge — through our many quality improvement contracts and
engagements we have developed expertise and skill sets in the areas of patient

activation and engagement.

Thank you for this opportunity to comment on an excellent draft SHIP. We look forward to
continuing to partner with you and your staff on future heaithcare delivery reform initiatives.

Respectfully yours,

A

> eimig, MIHA, FACHE
President and Chief Executive Officer



November 22, 2013 Rhode Island State Health Innovation Plan Healthcentric Advisors Public Comments

Current SHIP Language Healthcentric Advisors’ Comment

'Lbca:t_'ioﬁi_'dhégﬁiéré!Pagé 14 R

Description of Healthcentric Advisors Request:
under “Other Important Members of the . o . ] . S
Healthcare Community” Please doscribe Healthcentiric Advisors in the following manner which

is a more accurate representation of our mission and ctirrent role in the
state’s healthcare delivery system:

With 18 years of experience, Healthcentric Advisors is a local nonprofit
organization providing healthcare quality improvement patient safety
technical assistance, analytical, educational, research, and project
management services. The organization has a history of working with
and for state and federal government agencies, healthcare providers,
research organizations and other national and communily entities.
Healthcentric Advisors is known for its subject matter expertise

in physician office practice transformation, care fransitions and
readmissions reduction, and making providers' quality data meaningful
and actionable. A principal role for Healthcentric Advisors is serving

as the Medicare Quality Improvement Organization contractor for the
State of Rhode Island. The organization is viewed as one of the State’s
neutral conveners by assisting healthcare providers in all setfings to
successfully implement new quality improvement initiatives. lts voluntary
board of directors has representation from the healthcare, business, and
consumer communities.

Lébat_ion: ChapteerPagé 1SIParagraph 2 ST TR e e e T
Suggest editing paragraph 2 on page 16 in the SHIP, with the following
paragraph to provide the reader with the context in which the physician
HIT survey is administered:

Description of the DOH HIT survey

HEALTH's Healthcare Quality Reporting Program is a legislatively-
mandated public reporting program that is led by HEALTH's contractor,
Healthcentric Advisors. The program surveys physicians annually
about their EMR and e-prescribing adoption. In 2013, the program
administered the survey to 3,799 physicians licensed in Rhode

Island, in active practice, and [ocated in Rhode Island, Connecticut or
Massachusetts. The response rate was 62.3% (n=2,367) {HEALTH,
2013). The following table shows current trends for EHR adoption and
use, as welt as e-prescribing adoption.

Lo_:c_ation::_;Chépt'eﬂIP'ége'16&_'1'7:_ z T e
Electronic Health Record (EHR) Adoption Recommend adding the following language to the SHIP, to reflect
additional EHR provider activities within the RI healthcare landscape:

Healthcentric Advisors has a long history working with providers to
transition from paper records, optimize their EHRs and quality data
reporting workflows, and make data actionable and impactful for clinical
interventions. As the Medicare Quality Improvement Organization for
the State of Rhode Island, Healthcentric Advisors began working with
some of the first practices in the state to implement EHRs and integrate
them into existing clinical processes, within The Dactors’ Office Quality
information Technology (DOQ-IT) program. Two additional EHR/
Health IT quality improvement contracts for physician offices have
followed DOQ-IT, supporting those early adopters with advanced quality
endeavors as well as meeting the needs of practices struggling with the
pace of change. In 2008, work focused on partnering with physicians to

Page1ofll



Current SHIP Lanquage

Locaﬁon_: Chapter 2 / Page 27 -
Safe Transitions Program

Location: Chapter 2 / Page 29 e
Federally Supported Healthcare Information
Efforts in Rhode Island

Healthcentric Advisors’ Comment
improve preventive health outcomes by helping them interpret and take
action on clinical quality metrics via consistent data capture, interpretive
analytics, and electronic clinical decision supports. Heaithcentric
Advisors most recent physician office quality contract which began in
2012, Improving the Health for Populations and Communities focuses
on advanced principles of EHR optimization, care team transformation,
and patient engagement. Examples include:
. Harmonizing project quality improvement measures including:
o Meaningful Use
o Physician Quality Reporting System (PQRS)
o Healthy People 2020
o The ABCS of the Million Hearts Campaign
o NCQA PCMH Standards
« Capturing, reporting and analyzing EHR data to identify trends
and outcomes, redesigning workflows
+ Promoting peer-networking, direct electronic messaging and
provider compacts between PCPs and specialists to support
patient co-management
. Promotion of EHR utilization for patient education tools and visit
summaries

Additionally, the organization expanded its EHR quality improvement
work to support broader practice transformation, including on-site
support fo federally qualified health centers, helping them adopt patient-
centered care teams, and take the essential, foundational steps to
become Medical Homes.

Recommend an addition to the current language in the SHIP to more
accurately reflect the impact of the safe transitions program on the
state’s healthcare delivery syslem:

Healthcentric Advisors has been working with healthcare providers and
other community organizations since 2008 to improve transitions of
care for Rhode lslanders and reduce avoidable hospital readmissions
through education, research, and technical assistance.

Healthcentric Advisors’ Safe Transitions program provides support to
individual providers who are implementing evidence-based interventions
to reduce hospital readmissions and the Safe Transiticns program

has also formed regional coalitions that work to identify opportunities

to improve care transitions in their community. The program has

also established setting-specific Best Practice Measures, creating
measurable, communitywide standards for patient aclivation and cross-
setting communication. _

One of Rhode Island's five care transitions community coalitions,
Washington County was recognized by CMS for achieving one of

top Relative Improvement Rate (RIR) for Readmissions per 1,000
Medicare FFS Beneficiaries. In late 2013, Healthcentric Advisors started
expanding the Safe Transition effort, with a special EOHHS-funded
learning collaborative that will explore communication opportunities
between hospitals and community providers at the time of discharge.

Recommehd including the following federally supported HIT efforts into
SHIF:

Page 2 of 11



Current SHIP Lanquage Healthcentric Advisors’ Comment

U.S. Dept. of Labor Community-Based Job-Training Program. From
2010-2013, the New England institute of Technology (NEIT) and
Healthcentric Advisors received a $2.8 million grant as part of the u.s.
Dept. of Labor Community-Based Job-Training program. The goal was
to maximize the expertise of Rhode Island healthcare workers with
state-of-the-art training in EHRs and prepare healthcare workers for the
federally-mandated 2014 deadline to institute EHRSs in alf sectors of the
industry.

Designed to meet the training needs of those who work in physician
offices, long-term care facilities and hospitals, the program offered
tuition-free classes at three different skill levels: entry, intermediate and
advanced. The program also included preparation for the nationally-
recognized Certified Professional Electronic Health Record (CPEHR)
exam or Electronic Health Record Specialist Certification {CEHRS)
exam. The grant program’s Advisory Committee, made up of industry,
educational and community representatives, provided input into the
curticulum’s design and identified upgrades needed to ensure relevant
training for the students. Over 600 students participated in the program,
98% of whom were employed in healthcare. The program resulted in
over 340 individuals sitling for one of the two nationally-recognized
certification exams.

To support a sustainable, standardized resource in the community,
NEIT and Healthcentric Advisors were able develop a curriculum from
this grant to build a new Health Informatics degree program for the
achool. NEIT allowed students enrolled in the HIT Job-Based Training
courses to receive transferabte college credits for the Health Informatics
degree requirements.

Location: Chapter 3 / Page 31 SRS
Healthcare Challenge #3 Comment:

The process by which patients move from hospitals to other care
settings is increasingly problematic as hospitals shorten lengths of stay
and as care becomes more fragmented.

In general, hospital readmission and healthcare utilization rates vary
substantially across geographic locations, suggesting oppertunities

for improvement in areas with higher observed rates, such as Rhode
Island.

Location: Chapter 3/ Page 33 R

Healthcare Cha”enge #7 Commentlclafiﬁcaﬁon:
Rhode Island has a 15-year-old legislatively-mandated Healthcare
Quality Reporting Program that requires HEALTH to publish
comparative information on providers’ clinical quality measures and
patient satisfaction, with the dual goals of informing patient decision
making and driving market-side quality improvement. The program has
an esiablished stakeholder committee structure, Chaired by Dr. Fine,
that prioritizes reporting topics and advises HEALTH and its contractor,
Healthcentric Advisors, on the creation of the public reports available at: |
www.health.ri.govlgrggrams/healthcaregaalityregortfnglindex.ghg

Location: Chapter 3/Page 33 =~ = T
Healthcare Challenge # 8: There are Comment:

unrealized opportunities for the healthcare
system to incent higher levels of patient Unrealized opportunities for patient engagement result from influences

Page 3 of 11



Current SHIP Language Heaithcentric Advisors’ Commernt

engagement on both sides of the patient-provider relationship. Patient activation
could be stymied if healthcare consumers are unaware of this new type
of delivery system. However, patients have a number of other factors
impacting their abilily to proactively self-manage their healthcare. These
include: patient health literacy, cultural norms and biases, age, and
other social impacts. Providers too, play a key role in the success of
their patient’s level of engagement. Many providers practicing in the
traditional, fee-for-service model, do not have a clear understanding or
are resistant to moving to a shared decision making mode! with their
patients. Further, while they may be motivated to activate their patients,
providers may not have the appropriate knowledge, tools and care team
staff models in place to address the barriers their patients face, setting
both sides up for uncertainly and insecurity.

Location: Chapter 4 / Page 36 B
RI's Healthcare Goals: Recommendation:

Targets: We suggest the SHIP 1) replace the two readmission measures (30-day
- all-cause readmission and 30-day readmissions after hospitalization for
+ 30-day all-cause readmission behavioral health) with twe measures of unplanned utilization, one for
+ 30-day readmissions after acute-care admissions and one for behaviorat health admissions, and 2)
hospitalization for behavioral heaith expand the time period from 30 days to 90 or 180 days.
Justification:

In June 2013, Healthceniric Advisors published a commentary in the
American Journal of Managed Care, articulating the need to shift from
focusing on hospital visits and readmissions to bundled measures of
unplanned care. The authors used Rhode Island data to demonstrate
that readmission rates provide an incomplete picturs of unplanned
care and costs and may lead to unintended consequences, such as
increased observation stay rates. In lleu of readmissions, we suggest
that the SHIP calcutate post-discharge unplanned utilization, including
ED visits, hospitalizations and observation stays (as proposed in our
commentary} and urgent care visits. This would allow the state to
examine a more complete picture of post-discharge utilization and also
to calculate bundled costs, helping to assess the SHIP’s impact on the
_ three-part'aim. :
Location: Chapter 4 / Page.38. SR S

Request input on selecting set of Comment:
appropriate population health targets from .
these or other programs Physicians are tasked with tracking, attesting and sustaining success

for a number of clinical quality metrics, across a variety of initiatives

and stakeholders. Harmonizing measures appropriate for PCPs and
specialists alike and creating pathways fo consolidate reporting will ease
the burden on the providers and create a cohesive, foundation upon
which the state can build.

Recommendation:

We suggest identifying the population heaith measures currently being
utilized locally as a starting point for review and potential expansion.
Healthcentric Advisors’ is currently working with ~ 150 providers on
preventive health measures and the Million Hearts Campaign ABCS
{Aspirin Therapy, Blood Pressure Control, Cholesterol Management,
and Smoking Cessation) via PQRS. Alignment with other Q! initiatives
(Meaningful Use, PCMH, and Healthy People 2020) has been
demonstrated through this project. These providers and their care
teams in both the PCP and cardiology community have been tracking,

Pagedof 11



Current SHIP Langdage

Location: Chapter 5/ Page 54 ..
Request comments on the care

transformation and innovation center
regarding its structure and specific activities.

"Location:'Chapte;-'s / Page 55
Provide Technical Assistance

‘Location: Chapter 5/ Page 55
Use regulatory and purchasing powers to
set contracting standards

“Location: Chapter 5/ Page 56
Expanding the Use of Community Heaith
Teams

LQCétiOﬂ: Chapter 5/ F’age 57 SRR

Centralized Aggregation Entity... to educate
the public on the value of transparency and
a centralized health information system.”

Location: Chapter 5 / Page59. -

Promotion of Health Information Technology
and Measurement

Healthcentric Advisors’ Comment

frending, and submitting data for PQRS measurement repoiting for the

~ past two years.

Comment:

(Please see addendum 2 for detailed comments and recommendations)

Comhient: '

To ensure success and sustainability across the continuum of care,
technical assistance for providers goes beyond primary care physicians
and includes community health center staff, specialists, long-term care
providers, urgent care staff, home health teams and other community-
based organization staff members.

Recommendation:

The selected targets for the transition to value-based care should show
inkage and alignment with goals # 3 and # 4 of the SHIP.

Recommendation:

We suggest SHIP further clarify expanding the use of Community Heaith
Teams to include details regarding ownership options, cost sharing,
incentives and payment structures.

Comment:

The Centralized Aggregation Entity outlined within the SHIP suggests
the opportunity to provide heaithcare consumers a higher level of
transparency about the quality and value of care they are currently
receiving. However, sharing physician metrics on cost, quality, and
outcomes at a statewide level should coincide with data support and
resources at the provider level, the majority of physician offices lack
the data analytic teams in place to both interpret quality data (whether
provided internally via their EHR or from external sources) and to make
it actionable for sustainable improvement.

Recommendation:

The SHIP should clearly identify and outline interpretive analytic
resources that can be accessed by physician offices o mitigate or

jmprove upon any aggregate, statewide metrics shared publically.

Comment:

it is important to consider the other HIT measurement initiatives actively
underway locally, within physician offices. Healthcentric Advisors is
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Current SHIP Languaqe Healthcentric Advisors’ Comment

working with a number of providers to electronically track and submit
PQRS reporting metrics both via claims and directly via their EHRs.
The practices reporting PGRS measures with an EHR are some of the
first physicians in the country, piloting this approach with CMS.

Beginning in 2013, all provider practices are required to report to PQRS
to either receive a payment incentive or payment adjustment for the
CMS Physician Feedback / Value-Based Payment Modifier Program.
PQRS will serve as the reporting mechanism for this program, which will
begin in 2015 to provide a Medicare FFS increase or adjustment on all -
FFS payments {based on the 2013 reporting year): hitp:/iwww.cms. gov/
Medicare/Quality-initiatives-Patient-Assessment-instruments/PQRS/
index.htmi?redirect=/PQRI/. The PQRS program will continue to
increase harmonization of its measures to the Clinical Quality Measures
{CQMs) within Stage 2 of the Meaningful Use incentive program.

Recommendation:

To ensure alignment and efficlency for physician offices and their staff,

SHIP should include an environmental scan of the additional quality

reporting initiatives providers arefwill need to measure and report.
LoCation: Chapters l Pageso L . - L e s R .
Workforce Development: Conduct a Recommendation:

Workforce Assessment . .
Regarding the section on page 80, Conduct a Workforce Assessment,

the writers may want to reference the existing work of the Governor's

Workforce Board {GWB). In 2014, GWB will be conducting a workforce

skills gap study, building off their past studies. The study will be joint

effort between GWB’s Healthcare Industry Partners: Healthcentric
e _ ~_Advisors, Stepping Up, and the Hospital Association of Rhode Istand.
Locatlon: Chapter 5/ Page 61/63 = - IR TR R I SERREEETITR I L
Patient Engagement Comment:

Patient engagement is an essential piece of the puzzle for person-
centered care and shared decision making. Engaging patients and their
families yields better cutcomes and supports the triple aim. But the root
of the activated patient is found in their attitudes, beliefs, and behaviors
about self-managing their health. Cultural norms, family dynamics,
age, social impacts and an individual's heaith literacy all influence how
a patient will respond to this new model of care. This transformative
approach also lacks a succinct roadmap for many care providers

to implement a more collaborative relationship with their patients.
Additionally, providers need to identify other key members of their care
teams to share in the responsibility of patient engagement.

Recommendation:

RICTIC should create training and resources for both healthcare
consumers and healthcare providers, to support both parties in this
new dynamic of shared decision making, taking into consideration the
influences and barriers that impede patient engagement and offering
tools to mitigate them.

Page 6 of 11



Addendum 1

[ssue Brief: Care Transitions Accomplishments

"3 Healthcentric Advisors

A Preeminent National Leader in Care Transitions
Research, Education, Publication, Facilitation and implementation

Since 2008, Healthcentric Advisors has successfully
partnered with healthcare providers and stakeholders to
improve the care, quality and costs associated with Rhode
nd patients’ transitions from one setting to addthéer.

Rhode Island’s Medicare readmissions rate has d
6.0 per 1,000 patients since January 2009,

What has Healthcentric Advisors accomplished?

Rhode Island Hospital Readmissions Rates per
1,000 Medicare Beneficiaries

29.7
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Semi-Annual Rates

v Healthcentric Advisors was the first in Rhode Island
to introduce the concept of care transitions to
providers, payors and the public.

Due to our !eadershrp, expert:se and nat:onal
reputation, we were one of only 14 Med:care Quahty
Improvement. Orgamzatlon {Qio) contractors to- be .
awarded a prest:g:ous Medzcare care trans:tfons
special study in 2008 SRS

¥"  Our national leadership in care transitions and
reducing avoidable readmissions has had a positive
financial impact on Rhode Island.

We have brought ~$8 mn’hon in federai fundmg to

our state to improve care transitions—and have - _
partnered w:th other ent!t:es to secure add:tfonai e
fundmg state in this area 5 SRR S

v" We were the first organization in the nation to frame
care transitions as a patient safety goal.

The nation {CMS other QIOS hospftals, and other : o
prowder ent:tres) has foHowed our lead, adoptmg
this perspective thfs ahgns care transrtxons wi th the

v"  We were the only recipient of the Medicare care
transitions special study to partner with two national
leaders.

Bnan Jack (Boston Medfcal Center} co—charred the
Hea!thcentnc Adwsors Safe Transitions Adwsory
Board from 2009 unt:! 2012, giving Adwsory Board -~
members direct access to two pre emment care i; .
trans;t:ons researchers o

Page 7 of 11



Provided by Healthcentric Advisors, E
the Quality Improvement Organization for Rhode Istand. i

Healthcentric Advisors \

www.healthceniricadvisors.org l
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What has Healthcentric Advisors accomplished?

v

As a result of our work, Rhode Island is the only

state in the country to universally adopt evidence-
based care transitions best practices for hospitals and
incorporate them into hospital contracting.

We created and focmtated the adoptlon of care
transrt:ons best practices throughout the state, -'f';
mcludmg hosprtal best practrces Our best practrces
also. mclude EDs, home health agencres, physrcron

' offrces nursing homes and urgent cdre. centers

Our care transitions work has been recognized by
state legislative and government leaders.

__The Ofﬂce of the Health !nsurcmce Commrssroner -
“directed health plans to mcorporate ourcare S

trans:trons pract:ces into their hosprtoi contractmg

The GeneraI Assembly acknowiedged our _ :
accomphshments by dlrectmg hosprta!s to partrc:pote _
in a trans;trons project. . : ,

We are among the nation’s leading educators and
advisors in the area of care transitions and reducing
avoidable hospital readmissions.

;.Locaﬂy, we Iead 5 reg:onal care trans:trons coahtrons
and a statewrde Iearnmg and actlon network We. '

also provide: expertrse and consu!totron to concurrenf
initiatives, such as bundled payment and the o

_Commumty—Based Care Trons:trons Program

'Natronolly, our. teom regular!y presents at notronal ;

conferences In 2012, our occomp!rshments were
proﬁled ina national Med:care Webmar : '

In. 2011 we hosted ) nat:onoﬂy—recogmzed _
Transrtrons Summit. dur:ng which local and notrona!

care transitions Ieaders and experts developed a f; L

shared vision for care transitions in Rhode is!ond

We are among the nation’s leading publishers of
care transitions research, results, information and
recommendations

-We were the frrst to prove the real—wor!a‘ eﬁrcacy

of Dr. Coleman’s patrent coachmg, with results -

pub!!shed in the Archives of lnternal Medlcme

'i'Our work has been publrshed and referenced m o

leading med:cai ond healthcare journais

We recerue frequent requests from reseorch /ournals :
to serve s peer—rewewers for care tronsrt:ons e
manuscrrpts :

Our work has produced tangibie results and solid
improvement in healthcare quality and patient safety
for Rhade Islanders.

Alf Rhode Is[and prowders are now focused on care o
transitions. As g result of our collaboration and :
feadership, Medicare readmiss:on rates are decimmg .

.:m Rhode ls!and leading to rmproved petrent

outcomes and generating cost avoidance..

Quality Improvement
' Organizations

sharing Knowledge. Improving Health €ase.

= CENTERS FOR MEDICARE & MEGICAID SERVICES

Addendum 2

H. John Keimig, MHA, FACHE, President & CEO
jkeimig@healthcentricadvisors.org
t 401.528.3238 | f 401.528.3210
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Public Comment to: Chapter 5/ Page 54
Structure and Activities of the Proposed Rhode island Care Transformation and Innovation Center (RICTIC)

. Recommended Organizational Structure Attributes

«  Public— private partnership where the State contracts with an existing private 501c {3) community entity {o serve as an
umbrella organization for the RICTIC.

«  The umbrella organization would be responsible for the overall development, implementation and administration of the
RICTIC.

« A leadership Advisory Board (LAB) would be established to provide oversight of the RICTIC and establish its priorities and
monitor its performance against goals and objectives.

«  The LAB would be composed of physicians, consumers, payers, purchasers, institutional providers, state government
representatives, educators and other community healthcare, social service and related organizations.

«  The umbrella organization would subcontract with other organizations, agencies, and entities on an as needed basis in
order to successfully achieve the goals and objectives of the RICTIC.

Il. Recommended Competencies and Credentials of the RICTIC

«  Track record of successfully working with providers in all settings - cross-setting and individually (hospital, nursing home,
home care, community health center, and physician office settings).

e Track record of successfully administering state and federal contracts.

o Track record of successfully working with state agencies and departments.

+ Trusted and experienced neutral community convener.

«  Solid project management experience.

+  Extensive gquality improvement technical assistance experience.

« Solid analytics experience {including data aggregation, database management, outcomes reporting and interpretive
analytics}.

«  Experlence in measures development.

+  Experience in administering education collaboratives and learning and action networks.

+  Experience in providing EHR consulting and advisory services {readiness assessment, pre-implementation planning,
implementation, and optimization).

«  Staff with NCQA's Patient Centered Medical Home Content Certification (PCMH CCE}

«  Care transitions subject matter expertise. '

+  Physician office and ambulatory care setting practice transformation consulting and advisory experience.

+  (Proven) Knowledge of workforce development efforts.

+  Research and peer-reviewed publication experience.

1. Recommended Roles and Actlvities of the RICTIC
+  Serve as the state’s central repository and hub for healthcare transformation, ACO and value-based purchasing education,
knowiedge, resources, and technical assistance.
+  Provide large group, collaborative format learning and educational programming.
«  Create and administer remote learning opportunities for providers.
«  Provide customized individual technicat assistance to providers on:
Patient Centered Medical Home
Expansion to Medical Neighborhoods
Practice Transformation
Care Coordination
Team-based Care
Admission/Readmission Reduction
EHR Optimization (beyond Meaningful Use)
Interpretive Analytics Services
PQRS
Quality Improvement Techniques and Applications
Patient Engagement and Activation
Cultural Competency
Health Literacy

00000 C0eCO000 000

Addendum 2 {continued)

Page 10 of 11



Serve as the principal convener of stakeholder organizations and coalitions relating to the implementation of the State
Healthcare Innovation Pian.

Provision of analytical information and interpretation for providers.

Serve as an incubator for new models of value-based care.

Serve as a resource for patient activation and engagement including advance care pfanning,

Woark with the RIQi to advance CurrentCare throughout the state

Page 11 of 11
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Rhode Island Chapter

November 19, 2013

Lt. Gov. Elizabeth Roberts
State House
Providence RI (2903

Dear Lt. Gov. Roberts,

As pediatricians and enthusiastic participants in your health care reform
efforts, we are impressed by the excellent information and the health

care innovations in the HEALTHY Rhode Island [HRI] draft now out

for comment. We are impressed by the vigorous, inclusive process of
planning. We have previously submitted some specific suggestions about
medical homes for children (leiter of 23 Sept).

However, we are still very concerned about HEALTHY Rhode Island’s
narrow focus on the problems, costs, and options for adults’ medical care,
with only light, late, and limited attention to children’s life trajectory/
prevention issues, and to public health. We worry that HRI will be seen
as the state’s plan for health budgets, and that basic, effective and cost-
effective investments beginning in infancy and continuing throughout
childhood and youth will be neglected. Preventive medicine cannot truly
occur once children are damaged from obesity, mental stress and myriad
effects of inadequate healthcare and poverty.

While it is very important to improve the effectiveness, equity, and
excessive expense of American medical care, that cannot be achieved
without serious, sustained investments in healthy child development,
public health, and primary prevention for everyone. In this draft of HRI,
prevention is touched here and there, children are mentioned only twice,
and public health only on the last page.

Rhode Island’s children and youth deserve a seat at this table. The State
Innovation Plan should include:
» strong support for children’s medical homes (PCMH Kids),
including
+ robust developmental/behavioral health care and the creation of a
true behavioral health system for kids,
+ promoting parent and patient roles in all of our reform efforts,
+ explicit support for public health integration into our primary care
model and
« workforce development for these approaches.

Therefore, we recommend that the HEALTHY Rhode Island plan be
broadened to include children’s and community health needs, even if those



needs are not addressed in the same detail. We would be happy to assist
with drafting. '

There are some good starting points in the “6 pillars” of HRI:

#3. Patient/Consumer Centric. Family centered health
management is critical to humans’ success. RI has built medical
homes and peer parent models of kids’ care that give better
outcomes and lower costs. These models need solid funding.

#4/5 Transparency and Accountability will require good
population health data. Public health data seldom come from
medical claims (or even from EHRs) KIDSNET is a unique RI
asset, helpful for good care, and for measuring how well we reach
all children with essential services.

#6 Community Assets are the real foundation of healthy child
development, and of public health. R has shown how to help
parents become part of community assets, through family centered
medical homes,

A long healthy life begins at the beginning — infancy (actually before
conception) — and is built and protected through the first decades by
effective parents, healthy neighborhoods, good schools, and by excellent
pediatric care. Rhode Island has been enlightened in its tradition of
stalwart support for immunizations, for protection from lead and other
hazards, for KIDSNET data, for parent engagement in medical homes, and
for Rlte Care,

We believe those priorities should be woven into the text of HEALTHY
Rhode Island, or perhaps it would be even more powerful to draft a new
chapter on children, primary prevention, and public health. Without that,
the plan may achieve some useful innovations in adult medical care, but it
won’t address lifelong health, or reduce ruinous future medical costs.

We would be grateful for an opportunity to discuss these concerns directly
with you and your staff.

Sincerely,

William H. Hollinshead, MD MPH, FAAP
President

American Academy of Pediatrics
Rhode Island Chapter



Dan Meuss <dmeusafdiigov.siate dus>

Public Comments

Matt Forster <bracesnewport@gméil.com> Wed, Nov 20, 2013 at 9:21 AM
To: shipcomments@Itgov.state.ri.us

To whom it may concern:

Thank you for the opportunity to voice an opinion regarding this matter.

Unfortunately, | was never asked to do so before Obamacare was mandated for all of us. Now it seems moot
this show of "listening".

As a small business owner, | purchase BCBS personaily for myself, wife and three kids, which is no small feat,
but we were happy with our coverage. We just received notification that our premium will go up for my family
$400 next year. That is a 50% increase. It will force me to shop on your exchange for a comparable policy if
that exists. | have no desire to do so given the amount of personal information that needs to be reported over an
unsecure and untested website and the amount of extra time | am now forced to undertake. We are busy and |
do not have spare time to sit at a government office to do this in person. It saddens me that you and your staff
have endorsed this change to help some people while hurting a lot of other hard working people. |f given the
opportunity to voice opinions before this debacle, | would have proposed different ideas to help businesses so
they could create more jobs. This new policy in no way helps businesses, and | would think this state should
focus on that rather than increasing entitlements and creating disincentives to work.

Once again, my govemment and community is failing me on a state level and | am joining the growing tide of
reform in this state. Enough is enough, please get rid of this health system you are forcing on us and stop
spending all this money on marketing and advertising. It is sickening.

Thanks for the opportunily to respond.
CMF

Pr. Matt Forster, DMD
www.ForsterOrthodontics.com

The information contined in this emuail transmission is intended for the wse of the individual or entity named on this email. If you are not the
intended recipient, you are hereby notified that any review, disclosure, copying, dissemination or use of the transmission or it's contents, or the
wking of any action in reliance on the contents of the emailed information is strictly prohibited. If you have zeceived this emuil in error, please

notify us by telephone immediately.



{ian Meuse <dmeusa@itgov.siateriuse

Healthcare Roadmap "payment rooted in value"?

Peter Lodge <peter.lodge48@gmail.com> ' ' Tue, Nov 12, 2013 at 12:08 PM
To: shipcomments@ligov.state.ri.us

I this plan is to be successful policy wonks such as the one who wrote the preface should be banned from any
involvement in its development and implementation. Providers of services in the current 'broken plan" are
painfully aware of the shortcomings and can best describe a workable framework for the future.

if on the other the unsaid goal is to create an new bureaucracy of regulators regulating regulators who deny
payment for services ...slog on. By the way....what does payment rooted in value mean? :

Pater J. Lodge D.M.D.
Narragansett, R.1.
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Can Meuse cdimause@igoy.s tafzolame

John Laiho <john—laiho@cox.net> : Sun, Nov 10, 2013 at 11:50 AM
To: shipcomments@ltgov.state.ri.us

To Whom It May Concern:

] was probably one of the first people to sign up my wife and | on the exchanges. It took several hours to do so
over the phone, and | needed to visit the main office in Providence to prove my identity. That being said, it was
well worth my time. My wife and | will save thousands in monthly premiums due to the iax subsidies. Our current
policy with BC/BS has a premium of $1315 per month. Starting in January, the premium will be $345 per month.
The new policy deductibies ($2600/$5200) vs. the old plan ($1500/ $3000), will be higher as welt as the
maximum out of pocket expenses; the old plan ($3000/$6000) vs. the new plan($4000/$8000). in the worst case
in which both of us max out, we wili still save thousands of dollars. For example:

12 *$1315=$15780+$6000=$21780 oid plan .
12*$345=$4140+$8000=$12140 new plan Savings of $9640

While the new plan has considerable savings, how affordable would $12140 per year be if our health were to take
a turn for the worse? And, how many Rhode Islanders would find this amount affordable even with tax subsidies?

| realize there are other considerations that make the ACA a vast improvement over the status quo. The
elimination of pre-existing conditions and lifetime limits, raising the eligibility age of children to 26 years old, and
covering preventative services to mention a few. Not to mention many who did not have health insurance will now
have it.

The good news is that we are making progress. A good first step.

However, | would like to point out that my wife and | are looking forward to being eligible for Medicare in a year
and a half. Yes, we will still need to purchase a gap plan from the private insurers, to cover what Medicare does
not, but we will not have the exposure to large deductibles and out of pocket maximums.

Vermont is trying to implement a state Medicare program. Long term, Rhode Isiand should be looking to do the
same. There are some states which are being dragged kicking and screaming to provide health insurance to their
citizens. Rhode Island is not one of them. Like Vermont and Rhode Island, there are other states which embrace
reforms, particularly in the Northeast. A regional approach to implementing single payer health insurance for the
states amenable to reform should be explored. Think of our children and grandchildren avoiding the morass of the
private insurance market place.

Again, a good first step setting up the Ri Health Insurance Exchange. What can we do to make things better?



John Laiho
76 Hampton Way
Wakefield Rl



Dan Meuss <dmeuss@iigov.siata s>

Discontent

John Romano <jrdds82@cox.net> -Fri, Nov 8, 2013 at 2:33 PM

To: shipcomments @Itgov.state.ri.us

Inviting comment from those of us who have no voice seems completely disingenuous if not dishonest. This
State was founded on freedom, specifically freedom of religion, yet you have somehow empowered yourselves to
decide what is best with respect to healthcare for the citizens of Rl. Insurance carriers and the government are
becoming increasingly involved with directly and indirectly influencing diagnosis criteria as well as treatment
protocols and modalities in the care of our patients. These are changes based on economies of profit for the
carriers and expense and control for the government, While some patients will surely benefit from these proposed
changes, the vast majority will have their healthcare impacted negatively and told they are better off. The needs
of the few, as is becoming the norm, outweigh the rights of the many, and policy is made on this basis. This new
“Innovation Plan” reflects the embarrassment of the National foray into deciding what is best for its people, and it
is truly embarrassing, even when veiled under the cloak of reform. '

John T A Romano, DDS




Pan fouse <dmeuss@ligov. i rius>y

SHIP Comments on behalf of University Emergency Medicine Foundation
Michael Ryan <mryan@advocacysolutions!lc.com> Fri, Nov 8, 2013 at 10:28 AM
To: shipcomments@itgov.state. r.us

Dear Lt. Gov. Roberts:

On behalf of the physicians and staff of the Department of Emergency Medicine at the Alpert
Medical School of Brown University we write to comment on the State Healthcare Innovation
Plan (SHIP). Our physicians and mid-level providers staff the emergency departments at
Rhode Island Hospital, The Miriam Hospital, and Hasbro Children’s Hospital.

Specifically, we strongly support improving services for high utilizers of emergency
departments, such as the “Sobering Centers” concept mentioned in the SHIP. The over-
utilization of emergency services by chronically inebriated individuals has been well
documented. At Rhode Island Hospital's Anderson Emergency Center alone, 50 patients
with substance abuse accounted for more than 2,800 alcohol-related visits in 2011. Many
of these visits are from individuals who have battled alcoholism and other drug addiction for

years and whose needs can be met outside of a hospital emergency department.

Providing emergency services to intoxicated individuals in non-emergency situations is
costly and inefficient for health-care providers, other emergency-room patients, hospitals,
municipalities, and the state. Most strikingly, this cost often ultimately falls to Medicare and
Medicaid who reimburse these services on a daily basis.

This current system fails to appropriately treat the individual’s underlying substance

abuse. The solution is to create a safe, alternative sefting, where we can safely and
effectively care for these clients and connect them with appropriate treatment. Not only would
this approach target the root cause of this cycle of abuse, it would unburden the healthcare

system.

The Rhode Island Department of Behavioral Healthcare, Developmental Disabilities and
Hospitals (BHDDH) along with other stakeholders have been developing a three-year pilot
program known as the Sobering Treatment Opportunity Program (STOP). The STOP
initiative presents an opportunity to safely divert chronically inebriated individuals from the
emergency department fo a more appropriate, less costly alternative setting.



The SHIP grant could greatly improve the services provided by this program. Specifically, the
SHIP grant could help provide outreach services to our homeless alcoholic population to
help divert this population away from the healthcare system and into the proposed program.
Additionally, partnering with SHIP in this capacity would provide a more comprehensive
financial analysis of this national issue and could provide a framework for CMS’s approach
on a larger scale.

Improving services for high uiilizers of emergency room departments will require community-
wide collaboration among government, health-care and social-service organizations. We
believe the State Health Innovation Plan is an important step in addressing this issue through
planning and implementation of best practices. )

Warm Regards,

Brian Zink, MD

President, University
Emergency Medicine
Foundation

Chair, Department of Emergency Medicine, Brown University

Otis Warren, MD

Professor of Medicine (Clinical), Brown University

Michael F. Ryan, Jr.

Manager of Public Affairs and Government Relations
Advocacy Solutions, LLC

4 Richmond Square, Suite 300

Providence, RI 02906-5117

p: 401-831-3700

f: 401-831-0105

mryan@advocacysolutionsllic.com
http:/iwww.advocacysolutionsllc.com
www.twitter.com/advocacysol



Dan Meuse <dmsuse@Bigov.siataiuss

comments

Greg Gerritt <gemitt@mindspring.com> Thu, Nov 7, 2013 at 11:24 AM
To: shipcomments@itgov.state.ri.us

On behavioral and substance issues.

Key factor for improvement: Reduce economic inequality in Rl by taxing the rich more. Greg gerritt
ProsperityForRl.com



Pan Mause <dmensa@bigoy,siatariuss

Healthcare

Paula Silva <paula.silva8@gmail.com> Thu, Nov 7, 2013 at 10:35 AM
To: shipcomments@ltgov.state. ri.us

Hi,
| do not have healthcare currently one reason being the system seemed so overwhelming to wrap your head

around. Also,as an independent contractor and single woman it is just so expensive and | have been a very

healthy person my whole life.
| recently attended one of the Healthcare summits at Rhodes of the Pawtuxet for realtors and was impressed

with how simple and clearly it was presented on the worksheets provided. | stilf think it is extremely expensive (|
am over 50) and | would definitely like to see more options available like more providers for wholistic wellness
care. | have not had any experience on the website or calling the help center so | have no opinion on how that is

working.
| will apply but | may take the 1st year penalty till more providers participate bringing more choice and costs

down.

Otherwise, 1 think R} has done a great job in coming up with a clear concise path in this initial rollout.
Thanks,

Paula Silva
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5 Blue Cross
Biue Shield 500 Exchange Street, Providence, R 029503-2633

7, of Rhode Island (401) 4591000 www.BCBSRI.com

November 26, 2013

The Honorable Elizabeth Roberts
Lieutenant Governot

State House Room 116
Providence, R1 02903

RE: Rhode Island’s State Healthcare Innovation Plan

Dear Lieutenant Governor Roberts:

Thank you for the opporfunity to provide comments on the draft State Healthcare
Innovation Plan (SHIP or Plan). First, I would like to acknowledge the work of your
office, the multiple state agencies, and various stakeholders that assisted in the creation of

the SHIP.

T understand that the SHIP is intended to describe innovations at a high level,
focusing on policy ideas and strategic impact and therefore does not inchude detailed
program descriptions and specific plans for implementation at this time. 1 realize that a
more detailed and refined application requesting an innovation grant in the order of
magnitude of $40 - $50 million will be submitted to the Center for Medicare and
Medicaid Innovation (CMMI) at a later date while the current version of the SHIP will be
used as a work product that demonstrates how the initial grant funding from the (CMMI)
has been spent. While Blue Cross & Blue Shield of Rhode Island (BCBSRI) firmly
supports innovation in our state, at this stage of development, we believe the Plan lacks
the specificity, direction, and detail needed to drive meaningful transformation in the

State’s health care delivery system.

As you know, since my arrival at BCBSRI over 2 % years ago, we have dedicated
ourselves to working with public and provider partners to transform the delivery system.
We share a collective vision of a virtually integrated, high quality, patient-centered
system of care that moves away from paying for volume to paying for value. In that time,
BCRBSRI and key healthcare leaders in our state have made incremental advances in
several areas of payment reform, quality improvement programs, carc coordination
initiatives, and advancing healthcare technology and connectivity. Any success achieved
in these initiatives is due to the establishment of well defined, shared, and attainable goals
between the various parties. None of the accomplishments, in and of themselves, will
make healthcare more affordable or higher quality, but cach small innovation we achieve
moves us in a meaningful way towards a true “system” of care.

While the Plan’s broad description may be a function of CMMTI’s requirements,
we believe the State - and the healthcare stakeholders charged with acting on it - will be
best served by a mote focused plan with incremental achievements. Therefore, we
recommend that the Plan and, ultimately, the innovation grant application, be narrowed to
focus on three main areas:
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1. Payment and Delivery Innovations and Tools.

Through much investment and various efforts including CSI-RIand BCBSRI’s
own PCMH initiatives, Rhode Island has become a national leader in primary care
transformation. Primary care is the cornerstone of a virtually integrated delivery system.
BCBSRI and many of our partners are committed to continuing to drive the adoption of
PCMH’s; but, we must balance continued investments in primary care and the expansion
of PCMHs with offorts to engage sub specialists in transforming their practices if we
hope to achieve the goal of having 80% of Rhode [slanders under a value-based payment

arrangement within 5 years.

As noted in the Plan, many bealthcare providers lack the training, capital, and
tools they need to transform their practices. We must give these providers the support
they need. In that vein, we recommend that the Rhode Island Care Transformation and
Innovation Center (RICTIC) be established with three primary goals.

First, as the Plan acknowledges, providers are at various stages of practice
transformation. The RICTIC must identify providers based on where they are in their
acceptance of transformation and educate those less inclined toward transformation and
value-based contracting about the bencfits of these efforts to the provider, their patients,

and the system as a whole,

Second, the RICTIC must assist healthcare providers in obtaining and
implementing electronic medical records, implementing tools for evidence based
medicine, and the fraining necessary to implement and operate within value-based
contracts. Redesigning traditional business models and implementing quality metrics
will require significant change and investment in the short-term, but will yield positive
long-term results as patient outcomes improve.

Last, the RICTIC can and should drive efforts to establish meaningful quality
measures that are standardized across the system and based on evidence based medicine.
RICTIC should be created as a nop-profit entity that is a shared resource for all. It should
serve as a center for data, analytics and informatics to support quality metrics for the
entire healtheare delivery system. In addition, the RICTIC should leverage the All Payer
Claims Database that is currently under development to minimize administrative burden.
This work would facilitate the support needed in the State to harmonize quality metrics
across providers, payers and regulators, and serve as the foundation for the State to drive

innovation.
2. Expanding the use of Community Health Teams.

Community Health Teams (CHTs) are intended to address the lack of
coordination between traditional medical/behavioral care and social services, such as
housing, security, education, and food. CHTs could also include social workers, care
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coordinators (especially for transitions), and other people involved in social services and
health and human services. For primary care practices with only one or two physicians,
which make up the majority of primary care practices in Rhode Island, CHTs are a
mechanism for providing many of the fundamental functions of a PCMH. Small primary
care practices do not have the size or infrastructure to support a full time nurse care
manager onsite in their offices. The CHTs could serve that role for a number of practices
in different geographic regions of the state. Moreover, these CHTs could also be used to
support PCMHs by offering mental health and substance abuse support.

We believe that CHTs can bring significant enhancements to the healthcare
system by ensuring compliance with treatment plans and identifying patients at-risk
before the risk materializes in order to avoid hospitalizations and serious complications.
However, the concept of having the CHTs developed through the use of OHIC’s
regulatory powers is not the right approach. First, CHT's benefit all Rhode Islanders —
many of whom are outside the regulatory power of OHIC. Second, this must be
widespread, in multiple communities and will largely benefit Medicaid and Medicare
patients. As a result, it is more appropriate to fund the expansion of CHTs through the
RICTIC using State and/or federal funds. Of course, payers could be encouraged through
OHIC to pay for the services of CHTs as covered services under insurance plans.

The integration of CHTs with primary care providers is critical o their collective
success, Therefore, we also recommend that the RICTIC establish a database of
available CHTs, implement training programs, and establish mechanisms to connect
CHTs with primary care practices so that referrals are seamless, fast and effective and to
ensure that information can be easily transmitted.

3. Patient Engagement,

If we are to achieve value-based purchasing of healthcare services, we must
ensure that patients understand their role in the healthcare system. As the Plan indicates,
there are varying levels of health litoracy in the State. We believe health literacy is
generally low, and that individuals view the healthcare system not as a way to improve
their quality of life, but as something that is there for them when they nced it. We must
ensure that Rhode Islanders understand the availability of services, how to access those
services, and the importance of establishing a relationship with a primary care provider to
obtain preventive care and to navigate what will still be a complex system when they
need specialty or hospital care.

As we develop new tools for transparency and quality, we must ensure that
Rhode Islanders understand how to use these tools. And, we must ensure that healthcare
providers use the tools as well. We cannot underestimate the effort that is needed to get
the word out about how to use a reformed delivery system.
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While the three areas of focus above reflect our primary recommendations, we
also urge you to rethink the Plan’s treatment of Behavioral Health, We agtee that cost,
access, and quality of behavioral health services must be addressed. We think the Plan
would provide a better foundation for future action if it provided expanded and accurate
data in the Plan’s “current healthcare system™ and “healthcare challenges” sections. The
Plan indicates the State welcomes additional suggestions for strategies to address
behavioral health innovations and we are eager to participate in that conversation, To the
extent the Plan concludes that mirrored co-location is the preferred behavioral healthcare
innovation, even in the short term, we strongly disagree, It may be one tool, buf our
experience does not support widespread expansion of co-location. We recommend the
Plan retain the reference to CHTs and replace co-location with a proposal to explore
integration across a broad spectrum of methodologies, of which co-location may be one,

but not the only, option.

In closing, I want to reiterate that no single stakeholder can achieve the goals in
the Plan alone. In various areas throughout the Plan it is suggested that if movement is
not made or, in some cases, in order o initiate movement, the State will intervene
through regulatory processes to force change. The Plan should instead articulate that
public/private partnership can lead to innovation and experimentation that will enable
new and exciting health care delivery and financing models as well as better, more
affordable health care outcomes for the people of Rhode Island  We believe the State
needs a new kind of health care system; a real system. In order to realize this goal the
Plan will need to facilitate and embrace this public/ private partnership to create a new
model for collaboration between the State and pariners who share largely the same goals.

I hope these comments will be helpful as you finalize the content and the tone of
the Plan. BCBSRI is committed to transforming the delivery system with our partners
through helping providers build new models of patient centered care delivery and
accelerating these efforts through innovative payment arrangements. While our work is
ongoing and is not progressing as fast as many of us would like, the level of collaboration
and commitment to transforming the delivery system in Rhode Island has never been
greater. We must build off of this momentum, accelerate our work and together build a
new model for successfully achieving the goals we all share. Thank you for the
opportunity to comment on the SHIP. If you have any questions, please do not hesitate to

confact me,

Be Weld;

A

Peter Andruszkiewicz
President & CEO
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November 26, 2013

The Honorable Elizabeth Roberts
Lieutenant Governor

State of Rhode Island

Room 116

82 Smith Street

Providence, R1 02903

RE: Rhode Island’s State Healthcare Innovation Pian Comm'e‘ﬁt's -
Dear Lieutenant Governor Roberts:

We are grateful to have had the opportunity to participate in Healthy Rhode Island and to provide
comment on the draft State Healthcare Innovation Plan (SHIP or Plan). We applaud the work of
your office and that of the other state agencies and many stakeholders involved in this Plan’s
creation.

We believe that participation in the State innovation Model (SIM) program is a tremendous
opportunity for Rhode Island to be inventive and bold in its aim “to achieve measurable
improvement in health and productivity of all Rhode {slanders, and achieve better care while
decreasing the overall cost of care”. Participation in SIM will also support CNE’s present
development of value based models that promote health, transform care delivery and reduce costs.

We would like to take this opportunity to highlight some of CNE’s efforts that may be included in
the Plan. CNE is assembling the necessary components to become a certified Medicare accountable
care organization (ACO). The recent affiliation with Memorial Hospital (MHRI) will enhance the
system's geographic coverage. MHRP’s leadership in patient centered medical homes (PCMHs) and
internal and family medicine, as well as the partnership with Rhode Island Primary Care Physicians
Corporation (RIPCPC), the state’s largest IPA; will play an essential role in the CNE integrated
delivery system. The affiliation with The Providence Center (TPC) will enable access to all levels of
behavioral health care in the CNE system.

CNE has also partnered with Blue Cross Blue Shield of Rhode Island (BCBSRI) to develop
innovative delivery and payment models. The five year agreement between CNE and BCBSRI,
known as WIN 4 Ri, will support progressive arrangements that involve employers and patients in
promoting the Triple AIM. The partnership has resulted in roughly twelve proposed initiatives, the
first to be implemented will involve a new care management and payhtent approach for patients
who are severely and persistently mentally il The next two proposed programs will be an ACO like
model for Medicare Advantage and a maternity care global payment pilot. CNE has also worked
with BCBSR! in leading the nationaliy recognized transitions of care work with Healthcentric
Advisors.
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We recognize that the Plan cannot describe all the activities of stakeholders in the state but would
like to underscore some additional examples of our expertise and commitment to healthcare
innovation and reform:

e Two individuals from Care New England have been selected to be part of the Centers for
Medicare and Medicaid Services' (CMS) Innovation Advisors Program. Chosen were Nancy
Roberts, president and chief executive officer of the VNA of Care New England, and Betty
Vohr, MD, medical director of the Neonatal Follow-Up Program in the Department of
Pediatrics at Women & Infants Hospital and professor of pediatrics at The Warren Alpert
Medical School of Brown University.

o CNE has worked closely with the Rhode Island Quality Institute (RIQI) and Current Care to
enhance its Center for Medicare & Medicaid [nnovation (CMMI) bundled payment program
for heart failure and NICU discharge to a medical home.

+ CNE has begun to implement Epic as the ambulatory electronic medical record platform to
improve integration of CNE-employed and independent physician practices.

e CNE’s contract to implement Epic includes an agreement to interface with Current Care.

e CNE is a pioncer sponsor of the Institute of Healthcare Improvement (IHI) work in
palliative and end of life care called the Conversation Project,

o Care New England has developed incentives for its employees to enrcll in Current Care and
has proactively engaged individuals who touch our system toward Current Care
enrollment.

o CNE has submitted a CMS Health Care Innovation Round Two application for hehavioral
health to manage patients with dual-diagnoses.

¢ CNE has piloted new wellness programs for its employee health plan including significant
smoking cessation programs with the Prochaska behavior change research group based at
the University of Rhode Island.

We believe the proposed innovations outlined in SHIP are an excellent start. We support the
movement toward ACO-like organizations and believe that they offer the best hope for realizing the
Triple AIM. CNE welcomes many of the activities described in the Plan especially efforts around
health information availability, coordination and access; PCMH expansion, use of community health
teams (CHTSs) and the development of workforce models. However, we believe the Plan should go
even further to advance health transformation in Rhode Island and that we must take this
opportunity to do so.

Rather than commenting on every section in the Plan, we have outlined key areas helow that we
believe would advance true reform.

1, Measures to reduce health care spending must be clearly defined with triggers for rate
adjustments should the industry not meet targets.

2. All payers including governmental, providers, the business community and consumers must
participate in developing the Plan for meaningful change to occur.
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3.

4.

10.

11,

12.

13.

14.

15.

Redesign of insured and self-insured products to promote primary care/PCMH
arrangements must be incorporated.

High deductible plans should be examined as to whether they create appropriate incentives
to foster healthcare delivery reform.

Patient engagement is crucial to SHIP success; consumer health literacy including education
around services, the importance of having a primary care provider and accountability must
be incorporated. ‘

Behavioral and oral health must not be carved out; inclusion will remove obstacles to
effective physical /bhehavioral health integration.

Sub-specialists must be brought in to global risk arrangements and engaged in plans in
order to align incentives.

There should be a heightened focus on chronic disease management, palliative and end of
life care.

Rhode Island Care Transformation and Innovation Center (RICTIC) should support the
creation of quality and outcome standards based on evidence based medicine and strive for
universal application.

Opportunities for CNE and other provider systems to connect through Epic should be
explored to facilitate involvement in value based plans.

Priority must be given to reducing the disparities in care among races, ethnicities and
socioeconomic backgrounds; these disparities are mentioned in the application but not
prioritized.

Plans to care for the undocumented immigrant population should be included in a
comprehensive plan,

Future opportunities to further centralize some services, such as diabetic education, should
be explored once PCMH implementation is to scale in Rhode Island.

The development of workforce models should also include a review of incentives and
disincentives to practice in Rhode Island which make recruitment a challenge.

Financial support is necessary for the accelerated deployment of health information
technology including the use of new technologies.

As carlier stated, we support the many existing activities and new interventions outlined in the Plan
but recognize that meaningful transformation will only occur if it is truly a collective action. That
being said, we are optimistic about the future of healthcare in Rhode Island and our journey toward
creating a high performing health care system. We are very grateful for the opportunity to
participate in Healthy Rhode Island and wish to convey our enthusiasm for future involvement.

Please feel free to contact me with any questions regarding these comments.
Sincerely,

e £ tific.

Dennis Keefe
President and Chief Executive Officer
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November 26, 2013

The Honorable Elizabeth Roberts

Lieutenant Governor

State of Rhode Island and Providence Plantations
82 Smith Street, Room 116

Providence, R102903

Dear Lt. Governor Roberis:

On behalf of the physician, resident, medical student and Physician Assistant members of the Rhode Istand
Medical Society | am writing to express our sincere appreciation for your leadership and efforts to reform the
health care delivery system in our state. We wish to specifically commend the work of your staff, in particular
Deputy Chief of Staff Daniel Meuse, for their tireless work to produce the draft State Healthcare Innovation Plan,
SHIP. We are highly encouraged by the extensive stakeholder outreach that has allowed us all to participate in
the SHIP design process.

Definitions/terminology

*As we have commented at many of the SIM workgroup meetings, the use of the term Accountable Care
Organization, ACO or “ACO-like structures” does not capture the full breath of potential payment models to
replace the current fee-for-service mode!. Nor is it reasonable to think that all physicians will ever be involved in
the narrowly defined ACO-like structure. We would suggest mirroring current Medicare related legistation in
Congress that uses the more inclusive Alternative Payment Models, (APM) terminology. We should not make
the ACO-like structure the only risk bearing payment reform model as we attempt to hend the cost curve.

*Goal 1 on page 36 states that the “primary goal of the SHIP is to transition at least 80% of covered lives in the
state into value-based care arrangements.” We feel this is an achievable goal as it relates to having those
covered lives in a primary care practice that is participating in alternative payment models. However on page 55 ~
under the bullet Use regulatory and purchasing powers to set contracting standards, the 80% goal is restated “to
require value-based structures for 80% of commercial payments to (all) providers increasing in increments over
the next five years.” That is a much more difficult and higher standard. One traditional complaint is that the
current one-size-fits-all payment system has not provided an affordable or efficient healthcare delivery system,
Given that most specialty care is provided in an episodic manner, treating patients from multiple primary care
practices, it is very hard to imagine that payment for specialty care could be easily integrated into an ACO-like
structure in within the timeframes envisioned. The SHIP draft recognizes that “value-based care is still a
relatively young concept. We suggest that the SHIP consistently reflect the covered lives standard,

+  “Physician Extenders” is not an appropriate term when discussing the healthcare delivery workforce. As
we move through the process of reforming our delivery and payment models to include newer support
personnel, e.g. community health workers, we must be mindful that those highly trained professionals
such as physician assistants, nurses, saclal workers, etc. Who provide direct patient care will be
functioning in a more “team based” care delivery model. We suggest “advanced practice clinicians” as a
more respectful and defining term.
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Population health targets:
We agree with most of the targets included in the SHIP draft. In fact, those pertaining to reducing hospital

readmissions and ambulatory sensitive emergency room visits are well underway in Rl. However, far too many
physicians report they often find themselves providing behavioral health services to patients due to the lack of
timely and appropriate access to behavioral health services in our state. We include addiction diagnosis in our
definition of behavioral health, Because many patients have both physical and behavioral health diagnoses it is
imperative that we emphasize improving access and integration of behavioral health in the patient-centered
models of primary care.

We would also strongly suggest that increasing access to timely oral health be included in the SHIP.

Rhode Island Care Transformation and Innovation Center, (RICTIC):

Rhode Island 1s fortunate to have an existing organization that is currently providing many of the resources
envisioned in the RICTIC description, Healthcentric Advisors, located at 235 Promenade Street in Providence.

Conduct a workforce assessment;

In order to ensure that Rhode Islanders have sufficient access to the appropriately trained physicians in multiple
specialties, from those practicing primary care to specialty care, any workforce assessment must address the
complicated issue of adequate distribution of physicians by specialty. We have long experienced difficulty in
recruiting and retaining physicians in Rl; thus any assessment must consider those factors that have led to this
problem.

Behavioral Health:

The quadruple alm of providing the right care, at the right time, in the right place, by the right professional must
be applied to the behavioral health issues facing us. There are two overarching issues that we feel must be
addressed: full implementation of mental health parity and the payment models of the payers. Many
psychiatrists find that they are simply unable to meet the financial needs of operating a small business practice
within the current reimbursement models. Co-location strategies are a minimal first step. Access to psychiatric
care and an increase in acute care hospital settings are bigger challenges.

Patient Engagement;

The SHIP draft lightly touches upon how patients will interact with the envisioned changes in the healthcare
payment and delivery models. One very key component of why our current systems need changing is patient
engagement. Patient’s lack of understanding of their insurance policy and the structure and interaction of the
healthcare delivery system has contributed to the shortcomings of our current systems. In a system where
providers will share some level of financial risk with insurers, the patient can be a spoiler. Lack of compliance by
a patient will skew data gathering and analyses, health outcomes and ultimately reimbursement.

We look forward to continuing to participate in our state’s healthcare reform efforts.
Sincerely,

Elaine C. Jones, MD
President
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November 21, 2013

The Honorable Elizabeth Roberts
1.4. Governor

State of Rhode Istand

Room 116

82 Smith Street

. Providence, RI 02903

Dear Lt. Gov. Roberts:

We appreciate the opportunity fo provide comments on the recently distributed draft State Health
Care Innovation Plan (SHIP). The Hospital Association of Rhode Istand (HARI) participated in
the planning process in recent months, and looks forward to the next stage. With the Plan still in
development, our comments complement and expand the opportunities identified in the draft.

High risk (5%) pepulation _

HARI has submitted an application to the Rhode Island Department of Labor and Training
(DLT) for a community health worker grant, which will help to further strengthen this emerging
workforce. Hospitals also recently completed a statewide community health needs assessment, a
process by which they have identified opportunities for continued community alliances.

Hospitals have a strong history of collaboration toward a shared goal of quality improvement,
and additional opporfunities similar to the Rhode Island ICU Collaborative should be examined.

Rising risk (15%) population

HARI recently launched Rhode Island Health Care Matters (www.riheaithcarqmatters.oz_'g). This
partnetship with the Rhode Istand Department of Health offers data and analytics that will assist
in tracking improvement in community health.

With the recent launch of HealthSourceRl, it is important that our State supports health insurance
plans that provide a focus on primary care and wellness.

Low risk (80%) population
HARI could participate in public marketing campaigns on health care promotion/education to
further introduce hospital community health programs and RI Health Care Matters.

HARI may also provide analytic resources for this population.
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Behavioral health

Butler Hospital is committed to aligning mental health with primary care, with other hospitals
supporting this initiative, Hospitals have identified mental health and substance abuse as a
primary goal following the community health needs assessment. Statewide and community-
specific implementation plans to improve behavioral health have been adopted.

Data and analytics

HARI established a Data Center several years ago, which has grown in capacity and recognition.
We can significantly assist, participate or lead effoits to comprehensively organize a state data
center or consortium. This concept was discussed with The Advisory Board.

Workforce

The HARI Center for Health Professions has pioneered workforce research, analysis, training,
and academic coordination for 15 years. We stand prepared to build on that foundation.

Sincerely,

Edward J. Quinlan
President



